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 ii Abstract 
Abstract 
The emergency department (ED) nursing role in Indonesia is considered strategic in 
achieving quality care and yet the role in this context lacks clarity.   This research 
explored the nursing role in the Indonesian ED setting through a theoretical lens 
informed by constructivist grounded theory. The research sites were three EDs at 
general hospitals. The main data source was 51 semi- structured interviews with 43 ED 
nurses, three directors of nursing, three nurse leaders and two nurse educators.  Further, 
sources of data included observations, documents and researcher memos. A grounded 
theory analysis produced two key categories; shifting boundaries and lacking 
authority. The interrelationship of these two concepts constructed the core category 
securing legitimate power. 
Securing legitimate power depicts the basic social structural process that underpinned 
the development of the Indonesian ED nursing role. Shifting boundaries of work was 
symbolic of a lack of professional authority and legitimised knowledge. The concept 
of authority reflected the dimension of professional autonomy and pointed to the nexus 
of power and knowledge. These two concepts provide an explanation of the ways in 
which the interplay of gender, society, knowledge and power constructed the 
positioning of nursing within Indonesian health care. Nursing remained excluded from 
both the production of legitimate knowledge and state sanctioning of professional 
status.   
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Chapter 1: Introduction 
 
An emergency nurse is most often the first person that a patient will see when 
presenting to hospital for emergency care. As the front line in the provision of 
emergency care services to the community, emergency department (ED) nurses work 
in unpredictable and highly complex practice environments. The ED nurse engages in 
the provision of care to patients who have acute or critical health problems that are 
often threatening a patient’s life. Nurse activities in this setting range from triage, 
initial assessment, and clinical management of the acutely ill or those with severe 
injury, to life-saving interventions.  
A dramatic increase in both the number and acuity of ED presentations over recent 
decades in Indonesia has situated the role of nurses as strategic to the provision of safe 
and timely emergency care services to the community. Yet the appearance of 
emergency nursing as a specialty area is emblematic of Indonesian nurses’ aspirations 
for professional status more broadly. While ED nurses often carry most of the 
responsibility for patient care, their role is undermined by a lack of authority and 
professional status. Socially, ED nurses’ work is poorly understood and their role in 
patient care remains largely invisible.  
ED nurses as an occupational group offer a particularly valuable site for analysis of 
nursing in Indonesia. While this research sought an in-depth understanding of the role 
of ED nurses at a clinical level, it also generated a theoretical explanation of how the 
development of nursing roles more generally in Indonesia has extended in scope of 
practice. While, at the same time, social processes had rendered nursing work invisible. 
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Understanding the nursing role in the ED setting, therefore, provided an opportunity 
to critically analyse the position of nursing in Indonesia at both the micro and macro 
levels. Despite the significance to health care nursing roles in Indonesia, such as those in 
the ED setting, have not previously been the focus of research exploration. For this reason, 
the purpose of this research was to make visible and bring analytic attention to the 
professional struggle of ED nurses and the development of nursing roles more broadly 
in Indonesia.  
This introductory chapter provides a contextual understanding of ED nursing in 
Indonesia. An overview of the Indonesian health care system and emergency care 
services is provided. The objectives of the research and its significance for knowledge 
development are also addressed.  A reflection on the positioning of the author in this 
work, both as a researcher and an experienced nurse, examines the subjective 
influences brought to the research process. Finally, the chapter concludes with an 
account of the structure of the thesis. 
1.1.The Indonesian context  
Geographically, the Indonesian archipelago consists of five large islands and 
thousands of small islands, inhabited by some 300 ethnic groups with diverse customs 
and cultures (WHO [World Health Organization], 2008). Approximately 17,504 
islands lie within the Indonesian region, which is located between Asia and Australia, 
as well as between the Indian and Pacific Oceans (National Central Bureau of 
Statistics-Biro Pusat Statistik Indonesia [NCS-BPS], 2010;WHO-SEARO, 2013). 
There are five major islands: Sumatera, Java, Kalimantan, Sulawesi and Irian Jaya, as 
well as groups of islands such as Maluku, Nusa Tenggara, Bali and Timor. Indonesia 
encompasses about 1.9 million square kilometres land mass and  yet more than 80% 
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of Indonesia’s territory is covered with water (National Central Bureau of Statistics-
Biro Pusat Statistik Indonesia [NCS-BPS], 2010; WHO-SEARO, 2013). This 
positions Indonesia as the world’s 16th  largest country in terms of land area and as the 
largest archipelago in the world (WHO-SEARO, 2013).  
Indonesia’s geographical and climatic conditions increase the risk of natural disasters 
and impact on the country’s health care resources.  There are approximately 400  
volcanoes, 100 of which remain active, strung across the Indonesian archipelago (The 
Republic of Indonesia, 2014a). Such features, combined with climatic conditions such as  
high rainfall interspersed with prolonged dry periods, mean that Indonesia is prone to 
various disasters including  volcanic eruptions, floods, forest fires, tsunami and 
earthquakes (WHO-SEARO, 2009). Recent natural disasters experienced by Indonesians 
include the tsunami at Aceh, December 2004; forest fires in Kalimantan, 2004; a tsunami 
and earthquake in Jogjakarta, Java, 2006; an earthquake in Padang, Sumatera, 2007; floods 
in Jakarta in 2007  and 2009 and in Solo, Java, 2008;  and in 2009 an earthquake in Talaud, 
Sulawesi  (WHO-SEARO, 2009). Other  natural disasters included eruptions of Mount  
Merapi in Jogjakarta, Java in 2010 (Tempo, 2010) and the eruption of Sinabung volcano 
in northern Sumatra  in 2013 (Kompas, 2013). These recent disasters have increased 
expectations of health care services and particularly emergency care, by the affected 
populations.  
The population of Indonesia is very large with a population density at its highest on 
the islands of Java and Bali. Based on the  2010 Census, the population of Indonesia 
is approximately 237,326 million (National Central Bureau of Statistics-Biro Pusat 
Statistik Indonesia [NCS-BPS], 2010). This makes Indonesia the world’s fourth largest 
country in terms of population size (WHO-SEARO, 2013). However, there are large 
geographical variations when it comes to population density. Approximately 60% of 
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the population resides on the island of Java, with a density of approximately 951 
people per square kilometre, while the national average is 109 people per square 
kilometre (National Central Bureau of Statistics-Biro Pusat Statistik Indonesia [NCS-
BPS], 2010). In contrast, Kalimantan has only 20 people per square kilometre 
(National Central Bureau of Statistics-Biro Pusat Statistik Indonesia [NCS-BPS], 
2010). The annual population growth rate nationally is 1.49% based on provincial 
levels. The lowest growth rate is in Central Java (0.37%) and the highest (5.4%) in 
Papua (Ministry of Health of Indonesia, 2011a). The size and density of the Indonesian 
population has created huge demands on the existing health care system. 
The decentralisation of Indonesian government administration systems has also 
impacted health care services delivery (Diana, Hollingworth, & Marks, 2015). The 
newly decentralised system of governance has meant greater authority for districts and 
municipalities. Yet these levels of governance have now indicated a lesser inclination 
to prioritise  the development of the  health sector as each district region has its own 
development priorities (WHO-SEARO, 2013). The decentralised structure has been in 
place since 2001 and has been strengthened by a 2004 revision of the laws governing 
decentralisation.  
Under the decentralised system of governance, the Ministry of Health performs 
functions primarily related to the development of policy while planning for the 
development of health care services is conducted by districts/municipalities. 
Administratively, the government system, as of 2010, consisted of 33 provinces, 497 
districts (399 districts and 98 municipalities), 6,598 sub-districts, and 75,638 villages 
(Ministry of Health of Indonesia, 2011a). The Ministry of Health, representing the 
central government, produces policy, regulations and standards for all health care 
services and workers (Ministry of Health of Indonesia, 2011a). These serve as a 
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reference point and guide health care services in Indonesia. The provincial government 
level is involved in the development of health care services only where they have not 
been addressed  by the district/municipality bodies, or villages and this level also 
monitors and supervises the development of health services in district and city areas 
(Ministry of Health of Indonesia, 2011a).  
As depicted in Figure 1.1 below, the structure of the health care system in Indonesia is 
subdivided into four levels. At the top is the Ministry of Health (central level), next is 
the Provincial Health Office (provincial level). The third is the District Health Office 
(district level) and last, the Health Centre (sub-district level). Authority to prioritise 
the development of health care resides at the district/municipality level. Each sub-
district has at least one ‘health centre’ which provides health care services to the 
community within that sub-district. One public health centre serves on average 30,000 
people  (WHO-SEARO, 2013).   
Figure 1.1: The Structure of the Health Care System in Indonesia 
 
The Ministry of Health of Indonesia (2011a)  has indicated that Indonesia is generally 
regarded as having relatively adequate  health care services at the primary care level. 
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Yet, other sources  point out  that primary health care provided by health centres 
(community health centres) is inadequate as seen in the limited  availability of essential 
drugs  (Aspinall, 2014; Harimurti, Pambudi, Pigazzini, & Tandon, 2013).  
Furthermore, most “health centres” provide services from 9 am to 2 pm and 6 days a 
week with a focus on primary health care. Patients, therefore, often overflow to general 
hospitals in the respective regions and generally appear in the first instance in an ED. 
The hospital system in Indonesia is regulated by the Ministry of Health regulation No 
340/Ministry of Health/reg./III/2010  which provides for four categories of General 
Hospital—Classes A, B, C and D. Class A hospitals are predominantly  located in the 
provincial or national capital, while Class B hospitals are found in provincial or 
districts capitals, and Class C and D hospitals are most often  located in district capitals 
(Ministry of Health of Indonesia, 2010d). General hospitals in Class A have the most 
complete health facilities as well as human resources and act as peak referral centres 
for other hospitals. Indonesia has 10 Class A hospitals, 120 Class B hospitals, 250 
Class C hospitals, and 125 Class D hospitals (Ministry of Health of Indonesia, 2011a). 
This current research was conducted at a Class A hospital ED and at two other EDs 
located in Class B hospitals in West Java. 
The dominant health problems in Indonesia include cases of infection, stroke, heart 
disease and trauma due to traffic accidents. In 2010, the most prevalent reasons for 
hospitalisation were (1) diarrhoea and gastroenteritis; (2) dengue haemorrhagic fever; 
(3) typhoid fever and paratyphoid; (4) pregnancy and delivery complications; (5) 
dyspepsia; (6) other injuries and multiple area injuries; (7) essential hypertension; (8) 
intracranial injury; (9) other upper acute respiratory infections; and  (10) pneumonia 
(Ministry of Health of Indonesia, 2011a). The three leading causes of premature death 
in adults in Indonesia, recorded in years of life lost, were stroke, tuberculosis, and road 
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injury (Institute for Health Metrics and Evaluation, 2013). As seen in the top 10 causes 
of death in Indonesia across all age groups are stroke  (11.8%);  tuberculosis  (10.6%); 
road injuries (6%); diarrheal diseases (5.5%); heart disease (5.2%); lower respiratory 
infections (4.4%); diabetes (4.1%); neonatal encephalopathy (3.9%); preterm birth 
complications (3.6%); and cirrhosis (3.0%) (Institute for Health Metrics and 
Evaluation, 2013). These leading causes of death are consistent with those found in 
other middle-income countries (WHO-SEARO, 2013).  
In short, the social and environmental conditions in Indonesia impose huge demands 
on the country’s health care services, including emergency care services. The burden 
of illness reflects a high prevalence of infection, stroke, heart disease and trauma that 
often requires emergency care. Past experience also demonstrates that Indonesia is 
geographically located in a region of high risk natural disasters. All these factors 
underline the importance of emergency care services in Indonesian society. 
1.2. Emergency care services: a global perspective 
Hospital EDs provide open access and a comprehensive health service 24 hours a day 
to patients in the acute phase of illness or injury. Internationally, demand for 
emergency care services has increased and this has led to ED crowding where the 
capacity and capability of the ED is limited (Z. S. Morris, Boyle, Beniuk, & Robinson, 
2012). ED crowding is defined as a situation in which the demand for emergency 
services exceeds an ED's ability to deliver quality care within  acceptable time frames 
(Canadian Association of Emergency Physicians, 2009). In other words, it occurs 
when the demand for services goes beyond available resource (Cowan & Trzeciak, 
2005; Hoot & Aronsky, 2008). In Australian public hospitals, the numbers of ED 
presentations increased from 282 to 331 per 1000 persons during the period 2000-2001 
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to 2009-2010 with an average annual increase of  1.8 (FitzGerald et al., 2012). In the 
US, between 2001 and 2009, the number of annual ED visits increased by 24.5%, from 
15.9 million to 19.8 million (Pines, Mullins, Cooper, Feng, & Roth, 2013). Between 
2003 to 2009, the mean wait time to be seen by a provider in the US increased 25% 
from 46.5 minutes to 58.1 minutes (Hing, Bhuiya, & National Center for Health 
Statistics, 2012). 
ED crowding is associated with increased patient mortality and morbidity rates, 
reduced quality of ED services and poor quality of care and outcomes for ED patients. 
This phenomenon is also related to increased inpatient mortality rate, length of stay 
and costs for admitted patients (Sun et al., 2013).  Furthermore, it results in delayed 
treatment, sub-optimal working conditions, higher risk of poor outcome of care, poor 
access and  the diversion of resources and ED staff, to care for patients  who should be 
in other environments (Higginson, 2012). The solutions for ED crowding are 
complicated and contextual and involve change at the levels of ED, hospital and 
society.  The Pines and Bernstein (2015) research indicated that to reduce crowding 
requires a reduction of care demands and an  increase in  resources including ED staff.  
These authors also noted that ED and hospital cultures contribute to reduced flow or 
increased flow through team work process (Pines & Bernstein, 2015) 
Alongside increasing ED visits, the complexity of patient cases has also increased 
significantly (Pines et al., 2011).  There has been considerable growth in multi-trauma 
cases  largely due to motor vehicle accidents. Traumatic brain injuries have become 
the leading type of injury resulting from road traffic accidents, accounting for almost 
25% of all road traffic injuries, at 85.3 per 100,000 cases (Hsia, Razzak, Tsai, & 
Hirshon, 2010). The WHO predicts that the global burden of disease will continue to 
increase by the year 2030  (WHO-SEARO, 2013). The rising burden of chronic 
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diseases such as stroke, heart disease, diabetes, TB and HIV also disproportionately 
affect low-to-middle income countries, a category that includes Indonesia (WHO-
SEARO, 2013).  The effect of these social shifts has been a rise in acuity and 
complexity of ED patient cases.  
1.3. Emergency care services in the Indonesian context  
In the Indonesian context, EDs are categorised into four classes: the highest is  known 
as ED IV, which acts as a referral centre for district hospitals followed by  III, II and I 
with the latter receiving  the most minimal resources (Ministry of Health of Indonesia, 
2009). Previously, EDs were primarily categorised by the scope and education of 
medical staff alone. Class IV EDs are characterised by having a medical sub-specialist 
(on call) and medical specialists, residents and general practitioners on-site; class III 
EDs are identified by  having at least four medical specialists in paediatrics, internal 
medicine, surgery, obstetrics and gynaecology on call, residents, as well as general 
practitioners on-site; class II EDs have medical specialists (on call) and a general 
practitioner  on-site; and class I EDs have a general practitioner on-site (Ministry of 
Health of Indonesia, 2009). At all levels, ED nurses are required to have either a 
bachelor degree or diploma III level of nursing education and basic life support 
(BCLS) or basic trauma life support (BTLS) qualifications. This research focused on 
class IV and III EDs.  
EDs located in general government hospitals are the primary point of entry through 
which people in the coverage area access emergency care services. Pre-hospital care 
services, such as ambulance services, are not as yet standardised and not widely 
available in Indonesia. In this context, ED physicians and nurses are the primary health 
care professionals at the front line in the provision of emergency health services to 
society. However, both in size and scope of patient care provided, ED nurses, in 
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particular, play a strategic role in the emergency care services provided to the 
community.  
1.4. A contextual understanding of emergency nursing practice 
1.4.1. Emergency nursing developments worldwide 
The role of the ED nurse has undergone significant change in response to social 
demands for emergency health care. Since 1970, emergency nursing has been 
established as a specialty in nursing practice in the US, along with the formation of the 
Emergency Nurses Association (ENA) in that same year (Fadale, 2000). The ENA, 
which at that time was named EDNA (Emergency Department Nurses Association), 
was established with the aim of providing educational support for emergency nurses 
(ENA, 2008). In the UK, efforts to improve the role of nurses working in EDs also 
began in the 1970s with the establishment of a small group of nurses dedicated to 
emergency and accident nursing (ICN, 2009). In Canada, the National Emergency 
Nurses Affiliation (NENA) was formed in 1981 with the aim of strengthening 
communication networks, providing direction for clinical practice, and promoting 
research-based practice and education for emergency nurses (Spivey, 2006). In 
Australia, the Australian Association of Emergency Nurses (AAEN) was established 
in 1995. Initially, only five  Australian  states were  affiliated with AAEN but, in 2003, 
all six states became affiliated with AAEN, which was later renamed the College of 
Emergency Nursing Australia or CENA (CENA, 2008). These aforementioned 
emergency nursing associations, started by ENA in the US, have become a global force 
in the development of emergency nursing as a specialty in professional nursing 
practice.  
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Emergency nursing as a specialty can be described as the provision of care to patients 
of all ages with acute or severe illness or injury who may need stabilisation or life-
saving intervention (ENA, 1999). A central aim of promoting emergency nursing as a 
specialty has been to define what constitutes the domain of the practice.  The ENA 
(1999, p. 3) proposed the following definition:  
Emergency nursing crosses all these specifications and includes the 
provision of care that ranges from birth, death, injury prevention, 
women’s health, disease, and life and limb-saving measures. Unique 
to emergency nursing practice is the application of the nursing process 
to patients of all ages requiring stabilisation and/or resuscitation for a 
variety of illnesses and injuries. 
 
The ENA (1999, pp. 3-4) also defined the scope of emergency nursing practice as:  
The scope of emergency nursing practice involves the assessment, 
analysis, nursing diagnosis, outcome identification, planning, 
implementation of interventions, and evaluation of human responses to 
perceived, actual or potential, sudden or urgent, physical or 
psychosocial problems that are primarily episodic or acute, and which 
occur in a variety of settings. These may require minimal care to life-
support measures; patient, family, and significant other education; 
appropriate referral and discharge planning; and knowledge of legal 
implications. 
 
The ENA (1999) articulated what were the essential characteristics of emergency 
nursing practice: assessment and evaluation of the human needs of the patient; 
stabilisation and resuscitation; crisis intervention; consistency of care; provision of 
care in unpredictable environments; emergency operations preparedness; and triage 
and prioritisation.  From this perspective, emergency nursing practice required 
educational support at an advanced level of knowledge and skills.    
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The ED nursing role has developed significantly in Western countries. Fry (2008) 
posited that as a specialty, emergency nursing practice performs the following roles in 
providing patient care; referral, management of complex conditions, management of 
emergency services, education, consultancy, advocacy and research. Although there 
have been significant advances in the development of the role of nurses in emergency 
care settings in the West, only a few countries in Asia have developed a clinical 
specialty in emergency nursing.  
Singapore, Hong Kong, and Japan were the first Asian countries to develop specialty 
courses for nurses working in ED settings. The Singapore Nurses Association (SNA) 
was first formed in 1993 to promote the specialty of emergency nursing (SNA 
[Singapore Nurses Association], 2009). The Hong Kong Emergency Nurses 
Association (HKENA) was established in June 2002 (HKENA [Hong Kong 
Emergency Nurses Association], 2009). Japan has also taken the initiative in this area, 
spearheaded by the Japanese Nurses Association (2006). Each of these countries has 
developed certification in emergency nursing. In most of Asia, the effort to establish 
ED nursing as a specialty area is still in its infancy. Indonesia, in particular, has yet to 
make inroads into establishing specialty emergency nursing.  
1.4.2. Nursing practice and emergency nursing in Indonesia. 
Nurses constitute the majority of the health workforce in Indonesia. Yet, nursing in 
Indonesia, including ED nursing, has been characterised by a delay in the institution 
of critical governance structures to support nursing practice.  There are over 500,000 
nurses working in the area of health care services in Indonesia (Achir Yani, 2009). 
However, Indonesian nurses have only very recently gained professional self-
regulation which was legislated on the 25th of September, 2014. The absence of a legal 
base and a professional nursing regulatory body for some 69 years, since Indonesia 
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gained independence in 1945, has meant that nursing practice in Indonesia has been 
largely unregulated. A level of regulation was initiated in 2001 through the Ministry 
of Health regulations no: 1239/Menkes/SK /XI/2001 in relation to  registration and the 
practice of nursing (Ministry of Health of Indonesia, 2001). Nursing practice in 
Indonesia has and continues to be  regulated by the Ministry of Health’s Ministerial 
Decree No HK.02.02 /MENKES/148/I/2010 and No 1796 /MENKES/PER /VIII/201 
concerning Nursing Practice Registration  (Ministry of Health of Indonesia, 2010c, 
2011). 
A draft of nursing laws was introduced  into the parliament  in 1989 and remained 
current   for discussion and debate until the end of 2011 (Achir Yani, 2011). The period 
without a legal structure created uncertainty.  An example is  in the absence of medical 
staff nurses are expected to examine patients and provide definitive treatment and yet 
when a nurse does so, he or she is potentially liable for acting outside their scope of 
practice which has  legal implications (Achir Yani, 2011). For ED nurses, this lack of 
regulation has given rise to concerns regarding occupational safety and quality 
practice.  
The education preparation of ED nurses in Indonesia appears, relative to other nations, 
inadequate. In 1994, only 1% of nurses held a nursing degree, while 39%  held 
diplomas and the remaining 60% were educated only to secondary school level 
(Hennessy, Hicks, Hilan, & Kawonal, 2006). This reflects the current workforce, 
including nurses working in ED settings, where the majority of nurses have been 
educated to the Diplomas III level in nursing. However, in recent decades there has 
been a gradual move towards better educational preparation for ED nurses where, for 
example,  a three-month short course  was  implemented by the Director of Nursing, 
Ministry of Health in Aceh (Director of Nursing, 2005). Unfortunately, these courses 
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have not been conducted on a regular basis and are not open to all nurses wishing to 
improve their level of clinical competence in emergency nursing. The opportunity to 
access adequate education in the area of emergency nursing practice is still limited to 
those nurses already working in emergency care settings. There are very few nurses 
working in EDs who hold qualifications at a specialist level. In one ED, generally 
recognised as one of the better resourced EDs and serving a catchment of 39,960,869 
people, there are 53 nursing staff. Of the 53 nurses, two hold bachelor of nursing 
degrees, 51 hold qualifications as vocational nurses with a diploma III-level nursing 
qualifications, and one holds only a secondary school level qualification (Research 
memo, 2008).  
In summary, emergency nursing practice in Indonesia is still characterised by the 
absence of standard practices and competencies. The scope of practice of ED nurses 
also remains ill defined.   
1.5. Research problem 
1.5.1. Statement of the problem 
The demand for emergency care services in Indonesia is considerable and growing and 
nurses as the front line in daily practice in the ED hold a strategic position in the 
provision of timely and safe emergency care services to the society. Yet, there is an 
incongruity between the role and responsibility of nurses in the ED setting and the 
authority attributed to the nursing position in terms of professional status.  Lack of 
nursing regulation and minimum standards for practice nursing in particular area such 
as in emergency setting, is a symptom of the inequitable position of nursing in the 
Indonesian health care system. The result is that the ED nursing role, while essential 
to the provision of emergency care services, appears less valued.  
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The lack of appreciation and understanding of the complexity of nursing work in the 
ED context, in turn, is associated with the lack of educational, policy and professional 
support in Indonesia. This situation has not only undermined the position of nursing in 
Indonesia but also impacted on the capacity of nursing role at the clinical ED level to 
provide effective and prompt respond to the critically ill and unstable patients.  
An exploration of the ED nursing role in Indonesia is significant because it has 
implications for the provision of safe and quality emergency care services.  Such an 
exploration is also crucial in gaining an understanding of the position of ED nursing 
(and nursing more broadly) at both the clinical level and within the macro dimension 
of Indonesian society. There are no existing studies that have explored the nursing role 
in emergency care settings in an Indonesian context. For this reason, the purpose of 
this research was to explore the role of ED nurses working in general hospitals within 
West Java, Indonesia. 
1.6. Research question  
How is the nursing role in ED settings constructed in the Indonesian context? 
1.7. Objectives of the research  
The objectives of the research are: 
1. To investigate the role of nurses who work in EDs in the Indonesian context.  
2. To explore the social processes that shapes the nursing role in the ED setting 
in the Indonesian context.  
3. To examine the social meaning of nurses working in emergency care services 
in ED in Indonesian context. 
4. To develop a theoretical explanation of the nursing ED role Indonesia. 
 16 Chapter 1: Introduction 
5. To generate recommendations to support the development of the nursing role 
in Indonesian EDs and to support the position of nursing in the Indonesian 
health care structure. 
 
1.8. Researcher reflexivity 
The constructivist GT as proposed by Charmaz (2009) sees data as  mutually 
constructed by participants and researcher, together with other sources of data and 
knowledge related to the phenomenon under research.  It was significant therefore that 
some of the ED nurse participants had existing relationships with the researcher as a 
result of shared clinical experience or where the researcher, as a nurse educator, had 
supervised the participants. The researcher was aware that the majority of participants 
might not know the position of the researcher as a PhD candidate and so made an effort 
to  explain this  at   the beginning of the participant’s recruitment process, directly (in 
a meeting with the nurse in the ED) and also through invitation posters for participation 
in the research. 
In relation to the above, the researcher was cognisant that the process of observation 
may cause discomfort to the ED nurses because their activities were being observed. 
The researcher sought to minimise this issue by providing a clear explanation 
regarding the observation process and explaining that the  process  was limited only to 
ED nurses activities related to health services to the patient and conducted in open 
areas.   
In the analysis and writing of the thesis, the researcher utilised researcher memos, 
engaged in discussions with supervisors and reviewed relevant literature, all of which 
was essential to the theoretical sensitivity of the researcher. In this grounded theory 
research, the production of shared meaning and knowledge was the result of the mutual 
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construction and multiple interpretations between participants, researcher, supervisors 
and other sources of data.  
1.9. The significance of the research 
Nursing as one of the front line roles in the ED is central to the provision of safe, 
effective and timely emergency care services. The significance of this research around 
ED nursing and nurses is in developing an understanding of the ED nursing role where 
there is a high demand for emergency services and an expanded nursing practice. 
Research on emergency nursing in Indonesia is largely non-existent.   
For patients and society, the results of the research have the potential to provide a basis 
for arguing the need for improvement of emergency care services through the 
provision of appropriate support for the nursing role in the ED setting. This research 
starts with the assumption of the need for an ED workforce prepared at an expert level 
as the front line in daily ED practice.  One objective for the research was to determine 
the perceived importance of knowledge and skills at an advanced level to support an 
expanding ED nursing role.  
For the Indonesian health care system, the findings of the research provide insight into 
policy submissions which include the importance of reviewing and generating policies 
that reflect equity and equality for nursing.  In this context, the absence of policies to 
support nursing practice at the specialist level has manifested as ill-defined nursing 
roles and poor educational preparation for ED nurses. All of these factors have 
constrained the development of a strong health care workforce for the Indonesian 
health care system. 
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Finally, the research has generated insight into and understanding of the nexus of 
nursing at the micro and macro levels which points to the positioning of nursing in the 
Indonesian health care context and within the wider society. The research has also 
increased understanding of the interplay of power and gender issues and nursing in 
Indonesia.  Thus the results of the research will contribute to the development of new 
knowledge, in terms of the antecedents of the professionalisation of nursing movement 
in the Indonesian context.  This has been achieved through the generation of a 
theoretical explanation of the role of Indonesian nursing in ED setting and its 
interrelationship with the positioning of nursing in Indonesia and the wider social 
system. Apart from the above, of importance is that research on the ED nursing role in 
the Indonesian context had not previously been conducted. 
1.10. Summary 
This chapter has provided a contextual understanding of the role of nurses in ED 
settings in the Indonesian context.  Indonesia’s geographical, cultural, social and 
demographic conditions have led to huge demands on the country’s health care 
services, including its emergency care services. In the Indonesian context, emergency 
health care services are characterised by ED crowding, the high acuity and severity of 
patient cases, unpredictable working conditions, and also the need for disaster 
preparedness. Standing at the front line in the ED setting, the nursing role is critical to 
the achievement of safe and quality emergency care services for society. However, 
there is a demonstrated lack of clarity about the role of nurses in ED setting. 
Educational preparation and standard practice of ED nurses are currently still not 
standardised. The lack of legislation and nursing regulatory body has shaped the 
nursing role as one that is largely dependent on the conditions of the workplace and 
beyond. Although the nursing role is critical, no studies have been identified that have 
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explored the role of nurses working in emergency care settings in the Indonesian 
context. 
For these reasons, this research explored the role of nurses working in emergency care 
services at general hospitals in the province of West Java, Indonesia. This research has 
provided a better understanding of the nursing role both in ED settings at micro level 
and macro levels. The research is significant by virtue of the production of knowledge 
around the development of nursing in Indonesia and the implications for improvement 
of nursing practice, education, policy and nursing organisation. The research has also 
generated a theoretical explanation of the role of nurses who work in emergency 
settings and of nursing practice in the Indonesian context. 
1.11. The structure of the thesis.  
Chapter 2 presents a contextual review of the literature in relation to research on the 
role of nurses in emergency care settings. This chapter is intended to provide a 
conceptual understanding of the role of ED nurses. Key findings of the related research 
are addressed to provide an overview of the phenomenon under research.  
Chapter 3 provides a justification and argument for a constructionist grounded theory 
(GT) lens as the methodology underpinning this research. The chapter addresses the 
antecedents of the work of Charmaz (2009) that sit within the traditions of pragmatism 
and social constructionism. The historical development of this mode of inquiry is 
addressed in this chapter, followed by an exploration of the key concepts that form the 
philosophical underpinnings of the research.  
Chapter 4 explains the research’s inquiry process, conceptual development and 
provides justification for the data generation and analytical processes that were 
 20 Chapter 1: Introduction 
employed.  A discussion of the two stages of data generation and analysis, followed 
by the procedural processes of open and focused coding, is provided. The chapter 
concludes with a brief explanation of the two key concepts and core category 
constructed in the research.  
Chapter 5 engages in an interpretation of the concept of shifting boundaries that 
depicts how the nurse participants, who worked in emergency settings, defined their 
work in the absence of legislated boundaries and within a context that ensured a 
blurring of roles with other health professionals. The chapter argues that this situation 
is a product of the absence of a comprehensive regulatory system or any legal basis to 
validate the work boundaries of ED nurses. The chapter further contends that although 
vertical role substitution resulted in role expansion for nurses, this was not 
accompanied by status, recognition or just remuneration. This chapter is explored 
through the two constituent dimensions blurred boundaries and expanding knowledge.  
Chapter 6 turns to the category lacking authority. This category reflects one 
dimension of the social process that shaped the status of the ED nurses working within 
the Indonesian health care system. The focus of this chapter is the nature of the 
expansion of the role of ED nurses in Indonesia and the implications for nursing as a 
professionalising entity in this context. This is explored through an exploration of the 
category and its constituent dimensions sustaining the status quo, positioning nursing 
as women’s work, and giving primacy to altruism.  
Chapter 7 provides the theoretical explanation of the core category: Securing 
legitimate power.  The core category depicts the basic social structural process that 
underpinned the contemporary development of the nursing role in the ED setting and 
nursing in the Indonesian context. The nursing role in Indonesia has been constructed 
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by the interrelated factors of history, gender, culture and politics. These multi-layered 
and interrelated social processes produced both a lack of professional autonomy and 
the marginalisation of nursing from decision making around education and health 
policy in general. This situation was reflected in the current condition of nursing roles 
as indicated by shifting practice boundaries and lacking authority.  In linking the 
analytical outcomes of the two concepts of this research, the core category depicts the 
centrality of self-regulation and the function of legitimate knowledge to the positioning 
of the ED nurses and the nursing profession in Indonesian health care. This chapter 
concluded with the implications and recommendations drawn from the result of this 
research.  
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Chapter 2: Contextual Literature Review 
Introduction 
The treatment of literature reviews in GT studies has been a matter of contention. 
Glaser (1967, 2004) consistently argues that a researcher should not undertake a 
comprehensive literature review before the appearance of a core category because this 
would breach the basic premise that theory emerges from data. By contrast, Strauss 
and Corbin (1989)  argued that familiarity with the relevant literature can enhance the 
theoretical sensitivity of the researcher. Yet, Strauss and Corbin (1989, p. 49) also 
suggested that; “it is impossible to know prior to the investigation…what theoretical 
concepts will emerge” and therefore an extensive or systematic review was not needed 
at the early stage of this research project. In moving further the latter position, Charmaz 
(2006) noted that a review of the literature provides an opportunity for researchers to 
engage with the area related to the phenomena under research and assess their 
understanding of the research area. In this research, the literature was treated as data 
and interwoven throughout the research process as another voice contributing to the 
researcher’s theoretical development (Mills, Bonner, & Francis, 2006). 
Notably and because of the dearth of literature on the development of the ED nursing 
role in Indonesia and the rest of the developing world the body of work referred to 
below very largely has its origins in Western countries.  Nonetheless in a rapidly 
internationalising world developments in different geographical regions are 
increasingly interconnected.  Thus the chapter traces the historical evolution of nursing 
roles in different EDs and explores the professional development of nursing in ED 
settings in the form of specialisation and advanced practice nursing (APN) roles. The 
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chapter relates existing researches to the current scope and nature of emergency 
nursing work in the Indonesian context.  
2.1. Situating the term nursing role  
Generally, the term role is explained as a comprehensive pattern of behaviours and 
attitudes which is socially identified (Turner, 1990). Role emerges from expectations, 
social norms and  values, or from a set of standards expected from a social position 
(Biddle, 1979, 1986). Roles are contextually bound and associated with groups of 
people who share a common identity and expectations and who are often embedded in 
larger social systems (Biddle, 1979). The development of a social role is influenced by 
the structure of society, by cultural and by situational influences (Merton, 1957). 
The nursing role and associated responsibilities are also influenced by government 
structures, policies, procedures and guidelines and by social change (Brookes, 
Davidson, Daly, & Halcomb, 2007). For the purpose of this research, the term “role” 
is defined as the activities of nurses (and specifically ED nurses) and related norms 
and values as they are constructed within particular social contexts.   
2.2. The historical development of nursing roles in the emergency setting 
The evolution of emergency nursing as a specialty practice is embedded in the history 
of the development of nursing as a profession. This evolution has been driven by 
external conditions and change, also by factors internal to the nursing community. The 
two key external factors have been first, significant events such as wars and disease 
outbreaks and second, the evolution of work in the ED setting.  
Historically, the development of emergency nursing is grounded in the role of nurses 
in the provision of health care to people who had suffered injuries, wounds and illness 
in emergency situations such as war and disease outbreaks. The emergency nursing 
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role in Europe was pioneered by Florence Nightingale in the Crimean War (1853–
1856) when she and her fellow nurses provided health care services under war 
conditions (Jones, 2000). Similarly, in the US, the beginnings of emergency nursing 
can be traced to the American Civil War (1861–1865) and later to World War I (1914–
1918) and World War II (1939–1945). 
The American Civil War era (1861–1865) inspired Clara Barton, a teacher and nurse, 
to pioneer emergency nursing in order to minister to wounded soldiers (Evans, 2003). 
Barton was the founder of the American Red Cross and is also credited with the Red 
Cross’ adoption in 1909, of professional nursing as a specific service under its wing 
(Evans, 2003). 
World War I also saw emergency nurses  in action serving ill and injured people and 
after the war ended,  also caring  for the victims of the 1918 influenza pandemic 
(Patrick, 2009). Professional nursing services were formally organised as part of the 
military in World War II and this placed  nurses  on the front line of advances in 
wartime health care, such as triage and trauma care (Gebbie & Qureshi, 2006). Such 
early and past manifestations of emergency nursing, including wartime triage, field 
care and rapid transport systems for the injured and ill are linked to and form part of 
the contemporary development of emergency nursing.  
Hospitals and their services have also influenced the development of ED working 
conditions. After World War II, while the majority of care was delivered in the 
community setting, the popularity of hospitals started to grow (Patrick, 2009). This 
generated not only an increase in patient visits to EDs but also an increased complexity 
of patient cases. In the developed world,  15 to 30 years after World War II, hospitals 
had become the key service whereby communities could obtain 24-hour health care 
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(Patrick, 2009). Before the 1960s, emergency care services were provided by the 
Emergency Room (ER) as a part of the operating suite (Fadale, 2000). However  an 
increase in the popularity of hospitals soon impacted on ED working conditions (Jones, 
2000). Patient visits to EDs soared  in terms of  both non-emergency cases and 
emergency cases (Weinerman, Rutzen, & Pearson, 1965). The nursing role at that time 
was not well defined and only the most experienced nurses were selected for ED 
practice. It was expected that experienced nurses would be able to cope with the ED 
working environment which then, as now, was characterised by the unpredictable, 
episodic nature of ED work and by the acuity of patient cases (Patrick, 2009).   
Around the same time, emergency medicine was expanding and received significant 
resources and recognition (Jezierski, 1997). In this context, the evolution of medical 
services towards specialty medicine increased hospital functionality and also resulted 
in the increasing numbers and complexity of patient cases attended to at EDs. All these 
factors gave impetus to the need for nurses with specialty levels of knowledge and 
skills who could deal with the ED working environment. 
Internal factors within the emergency nursing community have been a significant force 
that has driven emergency nursing towards specialty status within general nursing 
practice. These internal factors include recognition of a need for both education and 
empowerment to support the professional development of ED nurses. Much of the 
impetus for specialisation of ED nursing had its origins in the US. In  1968, the 
perceived need for knowledge and skills to support the nursing role in EDs led to the 
development of two study groups in the US comprising  ED nurses and  led by Anita 
Dorr and Judith Kelleher (Fadale, 2000). These two leaders, with their two distinct  ED 
nurse groups, were working on the opposite sides of the US  and  yet shared a similar 
passion and vision for the future of emergency nursing (D. King & Bonalumi, 2011). 
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These ED nurse study groups became facilitators and motivators for other ED nurses 
in terms of the development of emergency nursing skills and knowledge through 
education.  
Knowledge and skills at a specialised level were then recognised as an essential 
underpinning for nursing work in the ED setting. Yet, the necessary training for ED 
nurses was unavailable at that time (Fadale, 2000). Hence, the study group comprising 
ED nursing supervisors in the Buffalo area of the US was formed in 1968, initiated by 
Dorr (ICN, 2010b).  This group explored various approaches and acquired  knowledge 
from local physicians and other authorities and then educated their staff, the 
emergency nurses (Fadale, 2000). On the east coast by 1970, for the purpose of 
improving education for ED nurses, the Emergency Room Nurses Organization was 
formed, led by Dorr, to serve ER nurses from the surrounding 16 hospitals (Fadale, 
2000; Patrick, 2009). 
At the same time, these pioneers had also realised the importance of ensuring 
satisfactory educational preparation to support the nursing role in ED settings. 
Kelleher, the leader of ED nurses in California, strove to design good courses to 
support the role of ED nurses. Kelleher stated that nurses “did more than any one, yet 
nobody knew it”  and complained that there was little or no recognition of the nurse’s 
role (Jezierski, 1997, p. 86). With such pronouncements, Kelleher highlighted that 
nurses working in emergency settings were in great need of education programs related 
to their work in the ED setting. Kelleher therefore initiated an emergency nurses’ study 
group to work on preparing education programs for ED nurses (ICN, 2010b; Jezierski, 
1997) 
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 The existence in the early 1970s of emergency nursing groups, such as the above,   
that aimed to improve the skills and knowledge base of ED nurses was one of the key 
success factors in the development of emergency nursing (Jones, 2000). The desire for 
education at a specialty level to support the role of ED nurses was one of the main 
motivations behind the development of emergency nurses’ associations. Kelleher’s 
vision was to form an emergency nurse specialty organisation in the US (Frank, 2000; 
Jezierski, 1997). In 1970, a similar organisation, recognised as the Emergency Nurses 
Organization, was founded by Kelleher in California  (ICN, 2010b; Jezierski, 1997). 
In August 1970, Dorr communicated with Kelleher to unify the two organisations of 
emergency nurses.  Inaugurated on December, 1970, EDNA (Emergency Department 
Nurses Association) represented the integration and amalgamation of the two nursing 
organisations led by Dorr and Kelleher (Fadale, 2000; ICN, 2010b). The main 
objective was to improve the education and networking of emergency nurses (ENA, 
2008; Fadale, 2000). 
EDNA, as it was named initially, was established to unite the voices of ED nurses and 
to support professional development. It had strengthened the position of emergency 
nursing as a specialisation in nursing. The  publication of the Emergency Nursing 
Journal in 1975 was  one of the achievements of EDNA (Barry, Obusan, & Gordon, 
2010). Two other important achievements in the field of nursing education can also be 
credited to EDNA: in 1980, a scheme for national certification for emergency nursing 
was initiated in the US and offered to 14,000 nurses (Barry et al., 2010); and to support 
the specialisation of emergency nursing, master level degree programs were also 
created in this country (Patrick, 2009). In 1983, EDNA also developed standards for 
emergency nursing practice, in collaboration with the  American Nurses Association 
or ANA (Barry et al., 2010). EDNA’s name was changed to the Emergency Nurses 
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Association (ENA) in 1985 for the reason that emergency nursing practice is role- 
specific rather than site-specific (ICN, 2010b; Patrick, 2009) as implied in the title 
“EDNA”. All of the above achievements not only legitimised the position of 
emergency nursing as a specialty but also served as a source of strength for the 
professional development of ED nurses. The development of emergency nursing as a 
specialty in the US has also influenced the emergency nursing society globally. 
In the UK, the development of emergency nursing into advanced practice nursing  has 
been driven by public demand for emergency care services; the need for nurses with 
more advanced education; shortages of medical and nursing workers; and also by 
internal moves within the community of emergency nurses itself (McKay & Thayre, 
1999). The internally driven changes began with the development of the UK Accident 
and Emergency Nursing Forum as the national umbrella body for ED nurses, 
established in 1972 (ICN, 2009, 2010a; McKay & Thayre, 1999).  
Emergency nursing  is  now considered a specialty in Western countries because of 
general acknowledgement of the  distinctive  characteristics of patients and of the ED 
working environment (Fazio, 2009). The scope of emergency nursing practice 
encompasses ongoing assessment of patients’ physical, psychological and social 
problems, diagnosis, treatment, and evaluation and the resolution of problems which 
may require actions ranging from minimal care to advanced life support (Patrick, 
2009). Emergency nursing as a specialty level of practice is depicted through a body 
of knowledge and skills and the scope of practice of emergency nurses at the clinical 
level.   Thus clinical practice demands have also determined the scope of  emergency 
nursing practice roles (Fry, 2008).  In Western society, emergency nursing has 
received both professional and social recognition as a specialty or as APN / advanced 
practice nursing role.  
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2.3. The current context of nursing work in the ED setting 
Internationally, emergency nursing work involves specialisation in emergency nursing 
roles and advanced practice nursing (APN) such as that practised by clinical nurse 
specialists (CNS) and emergency nurse practitioners (ENP). The complexity of 
nursing work in ED setting is reflected  in the various activities involved in the clinical 
and non-clinical work dimensions of  organisational and interdepartmental work 
(Nugus & Forero, 2011). The nursing work in ED setting also has involved the 
provision of health care services to the wider society in the event of disaster (Usher et 
al., 2014) and in special cases such as forensic nursing (Pasqualone, 2015). Nursing 
activities and responsibilities, as  front line care,  that have  characterised the nursing 
role in ED settings are defined as  resuscitation  and advanced life support (ENA, 
2012), management of life threatening injury such as trauma  (Fry, 2011a) and triage 
(Fry & Stainton, 2005). 
The conduct of triage procedures in EDs in international settings has become a feature 
of specialty emergency nursing. Triage systems reflect the links of the value of human 
life, clinical justice, and patient management in ED (FitzGerald, Jelinek, Scott, & 
Gerdtz, 2010). The role of ED nurses has been found to have produced  a dramatic 
reduction in waiting times for patients attending an  ED (Bruijns, Wallis, & Burch, 
2008). It is also asserted that ED nurses can significantly reduce the percentage of 
patients who leave EDs without being seen (Love, Murphy, Lietz, & Jordan, 2012).  
Management of patients with trauma is a further important role for ED nurses. The 
role of senior and experienced ED nurses in patient management has led to increased 
recognition of nursing expertise in EDs (Fry, 2011a).  Senior nurses have been found 
to provide timely, efficient and appropriate patient management to 10% (5,249) of ED 
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patients using the “see and treat” model (Fry, Hearn, & McLaughlin, 2010). 
Furthermore, the nursing role in management of patients with severe traumatic brain 
injury (TBI)  through evidence-based care bundles has decreased the risk of secondary 
brain injury (Damkliang, Considine, Kent, & Street, 2014).  
ED nursing work has also involved management of patients undergoing 
chemotherapy-related ED presentations (Considine, Livingston, Bucknall, & Botti, 
2009). The nurses’ role has included the provision  of  interventions, information, 
support and guidance to patients throughout their chemotherapy cycles (Considine et 
al., 2009). It is further argued that the  ED nurse plays a vital role in collecting forensic 
evidence as well as providing physical and emotional care to patients and families 
(McGillivray, 2005). The nursing role in forensic nursing arises from the fact that ED 
services are involved in the provision of care to  patients who are victims of criminal 
or interpersonal violence, or various forms of accidents (Çalışkan, Karadağ, Yıldırım, 
& Bingöl, 2014).  Furthermore, the contemporary ED nursing role also links nursing 
to activities in the wider society such as in the disaster response and preparedness. 
Hence, the ED nursing role involves caring for patients who have suffered as a result 
of some form of natural disaster and entails provision of care to the affected 
community.   ED  nurses therefore play a pivotal role in disaster response and recovery 
in  both in-hospital and out-of-hospital disasters (Ranse et al., 2013). The framework 
of disaster nursing as endorsed by the WHO and ICN (2009) has indicated that related 
nursing competencies are  organised under the four areas of  mitigation (prevention), 
preparedness, response and recovery or rehabilitation. However, nurses’ preparedness 
to work in such disaster scenarios is perceived even by the nurses themselves as  
insufficient (Hammad, Arbon, Gebbie, & Hutton, 2012). Hammad et al. (2012) have 
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indicated that unclear roles and limited educational preparation for disaster scenarios 
are the cause of this inadequacy.  
In summary, the complexity of nursing work in the ED setting is reflected in the broad 
range of activities that constitute the nursing role at the frontline of emergency care. 
The activities include the conduct of triage procedures, resuscitation and management 
of patients with life threatening injuries. Nursing work in EDs also extends to areas 
such as forensic nursing, diagnostic functions and the provision of care services in the 
wider society such as in the case of a disaster. Moreover, the ED nurse activities in the 
organisational and managerial context  is  a further dimension of nursing work in the 
ED setting.  All of these findings give support to the link between the ED nursing role, 
knowledge and skills at the specialty level that underpin the nursing role.  
2.4. Professional development of nursing in the ED setting 
Professional development of nursing in the emergency area within the global context 
has been acknowledged also in the form of advanced practice nursing (APN).  The 
ENA (2008) has recognised that the APN role in emergency care incorporates the 
emergency nurse practitioner (ENP) and the clinical nurse specialist (CNS) also known 
as the clinical nurse consultant (CNC). 
APN is understood as the application of an advanced level of knowledge and skills, 
including the use of an expert knowledge base, research-based practice and expanded 
practice within the specialty of nursing. The APN role is performed by nurses who 
have completed an advanced level of nursing education or a master’s degree. This is 
in line with the work of Gardner, Chang, and Duffield (2007), the ICN (2009, 2015)  
and Hamric, Hanson, Tracy, and O'Grady (2013). The APN role has been defined as:  
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…nursing roles that involve higher level knowledge and skills that 
enable clinicians to practice with autonomy… (Gardner, Chang, 
Duffield, 2007, p. 383) 
The ICN (2009, 2015) defined the APN as:  
… a registered nurse who has acquired the expert knowledge base, 
complex decision-making skills and clinical competencies for 
expanded practice, the characteristics of which are shaped by the 
context and/or country in which s/he is credentialed to practice. A 
Master degree is recommended for entry level (p1). 
 
Furthermore, Hamric et al. (2013) state that the APN is conceptualised as: 
…the patient–focused applications of an expanded range of 
competencies to improve health outcomes for patients and 
populations a specialized clinical area of a larger discipline of 
nursing (P.71).  
 
Historically, the development of an advanced nursing role  resulted from the duality 
of  the nursing professionalisation movement  and  community needs, the result of 
which has been the appearance of NPs and CNS (Dunn, 1997). The emergence of these 
two advanced nursing roles signalled a change in the boundaries of conventional 
nursing practice and  also flagged the development of new roles for nurses  in response  
to the changing health care needs of society (Dunn, 1997).  
The development of the CNS role was in large part driven by the need for expert nurses 
to deal with complicated cases and thus the increasing complexity of nursing work. 
Recognition of the importance of nurses with specialist knowledge and skills who 
could care for specific groups of patients was first articulated in the 1940s and 1950s 
in the US (Sechrist & Berlin, 1998). The title for  specialisation in nursing, as clinical 
nurse specialist or CNS, was used initially in 1938 (Peplau, 2003), while the 
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development of the CNS role was initiated at the end of World War II (Kalman, 2008). 
The CNS role, as a specialty, focused on nursing care services in certain fields of 
practice in order to accommodate greater development and depth in particular areas of 
nursing (Peplau, 2003). Since 1952, the CNS role has been prepared through tertiary  
clinical education at the master degree level  (Peplau, 2003). 
 In 1976, the  ANA confirmed that the CNS role was that of an expert practitioner and 
a change agent in determining that a master’s degree education must be  a requirement 
for the role (Hester & White, 1996). The  CNS role served as a model of APN expertise 
characterised by working with complex cases and drawing on both evidence-based and 
research-based practice (Peplau, 2003).  
An international survey on APN, conducted by Pulcini, Jelic, Gul, and Loke (2010) 
has shown that APN roles are available in most countries of the world, as indicated in 
the 32 countries included in their research (Pulcini et al., 2010). The research found 
that educational preparation for APN roles varied, but most were prepared to the 
master degree level. Secondly, formal recognition for APN roles was found to be 
available in 23 countries. The formal recognition was  provided by professional 
organisations but  also came  from  governments, hospitals, health care agencies, and 
medical councils (Pulcini et al., 2010). The research found that APN roles have gained 
recognition internationally which has led to greater recognition of the nursing 
profession worldwide. The above authors, however, also found that variations existed 
in the conceptualisation of APN roles both within countries and between countries, in 
terms of scope of practice, prescriptive authority, and licensing requirements (Pulcini 
et al., 2010).  
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In emergency care settings generally, the CNS role is assumed by licensed registered 
nurses with educational preparation at a master degree level as specialists in 
emergency nursing practice. The role of the CNS in emergency care settings involves 
clinical practice, education, research, and consultation  (ENA, 2008). A CNS in the 
UK and Australia is known as a clinical nurse consultant (CNC). The competencies of 
a CNC or CNS cover advanced clinical practice, analysis of health care systems and 
research (Hudson & Marshall, 2008). In line with the ENA’s position, the  CNS/CNC 
roles are multi-dimensional, requiring the integrated responsibilities and capabilities 
of a clinician at an expert level; as an educator promoting evidence based practice and 
clinical teaching; as a researcher strengthening the link between research and clinical 
practice; as a consultant using  their expertise to provide consultation to clients, other 
nurses and health care organization; and as a leader providing clinical leadership (CNA 
[Canadian Nurses Association], 2009). As a concept, the CNS role gained popularity 
through the early 1990s but by the mid-1990s had been  overtaken by the  shift to the 
NP role (Kalman, 2008).   Thus, in addition to the CNS, a further form of APN 
commonly found in emergency care settings is the NP role. 
The NP role has been widely developed and instituted within various health care 
settings, including emergency care. The first NPs  were introduced in 1965 in the US 
and received their education at the University of Colorado (American Nurse 
Association, 2011). Historically, the development of the NP role  was driven by a 
shortage of primary care physicians that manifested  between the 1950s and 1960s  in 
the US due to a trend towards specialisation  in the medical profession (Christofis, 
2001). In the international setting, the NP role has continued to develop in a variety of 
areas, including the ED.  
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The realisation of APN in the form of the NP role has meant that nursing practice in 
the ED setting has become more autonomous and accountable. The embedding  of the 
NP role in the UK emergency care setting commenced  in 1993 with the objective of 
reducing waiting times and improving the quality of patient care (Bland, 1997). 
Educational preparation for the NP role was conducted through nine certified modules 
within a one-year course (Bland, 1997). The role of ENP, on the other hand, includes 
both care and cure, with autonomous practice and accountability as the keys to a 
holistic approach to emergency care services (Potter, 1990). 
The APN role is characterised by variations in scopes of practice. This level of 
variation is associated with a lack of standardisation regarding the educational 
preparation of NPs. The research conducted by Considine, Martin, Smit, Jenkins, and 
Winter (2006) examined ENP candidates’ scope of practice in Australia and  found 
that it involves a wide variety of independent clinical practice roles (Considine et al., 
2006). 
The McConnell, Slevin, and McIlfatrick (2013) research in the UK concluded that the 
scope of practice of the ENP, as communicated by  ED nurses, was influenced by 
internal and external factors to nursing. Internally, it was related to ED nurse 
competence and externally to patient wishes, protocols, medical staff and nursing 
management. This research found that, in the UK, there was no standardisation of 
educational preparation for ENPs and that  education ranged from in-house training to 
post-graduate degrees (McConnell et al., 2013). Yet, as previously noted, in the US, 
educational preparation for ENPs was established at a minimum standard of a master 
degree-level   (ICN [International Council of Nurses], 2009) 
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In Australia, the ENP scope of practice and model of care is perceived as restricted to 
primarily the handling of minor injuries and minor illnesses (Lowe, 2010). This 
scenario has created a situation where other categories of patients delay seeking 
appropriate treatment. It has also generated a gap in service delivery within ED settings 
(Lowe, 2010). This implies that excessive restrictions in ENP working boundaries 
have constrained the benefit of the ENP role for ED care services.  
In Scotland, wide variations in the ENP role, scope of practice, and salary still exist. 
This is evident in the results of the research conducted by Fotheringham, Dickie, and 
Cooper (2011). This research explained that the ENP role has become part of 
mainstream health care service in the ED context and that the majority of those in ENP 
roles practiced in minor injury units.  Hence variations in ENP scope of practice clearly 
still exist and they occur due to variations in educational preparation, a factor that also 
impacts on ENP competence. The organisational context, namely nursing management 
and the medical profession, have also influenced the scope of practice for the ENP and 
other APN roles.  
Role ambiguity in APN roles in the acute care setting is associated with unclear role 
boundaries. Jones’ (2005) research explored APN role development in acute care 
settings indicated that APN role development was influenced by clear role definitions, 
role expectations and by relationships with other key personnel. Role ambiguity is one 
of the most important factors in the delayed implementation of APN roles.  
A lack of clarity in relation to APN roles and poorly defined responsibilities, have 
created role confusion. Glover’s (2006) study found that CNS/CNC role confusion has 
occurred in connection with several factors; the versatility of the position, lack of 
certification examinations and variance in the level of state recognition (Glover, 
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Newkirk, Cole, Walker, & Nader, 2006). A research study by Fry et al. (2010) has 
supported the notion that there has been considerable confusion regarding the role and 
responsibilities of APN and CNS/CNC roles. The research by these authors developed 
a tool to examine the role of CNCs in Australia. The resultant  50-point tool covers 
five domains: clinical service and consultancy, clinical leadership, clinical services 
and management, research and education (Fry et al., 2010).  
Lack of role clarity around the role of APN in the ED setting relates to the various 
explanations of those roles. Dalton’s (2013) research found that diverse definitions of 
the ANP role continue to exist and that these can be traced to insufficient 
communication of the education and competencies of the APN nurse. Moreover, the 
presence of constraints and barriers associated with APN roles such as dual roles,  
working alone and no uniformity of practice, also contributed to the ambiguous role 
of the APN (Dalton, 2013). 
Role clarity, organisational context and nurse practitioner recruitment factors have also 
impacted on the deployment of NPs in the ED setting, as indicated in the (Thrasher & 
Purc-Stephenson, 2007) research. The term “organisational context” refers to 
increased patient volume, waiting time, ED culture and physician remuneration. This 
research demonstrated the need for changes in the organisational context to facilitate 
the integration of the NP role in order to improve patient flow and reduce waiting time. 
The findings of this research underlined that a clearly defined NP role is critical for 
the successful implementation of the NP’s role in an ED setting and are essential tools 
for defining advanced professional nursing practice.  
Social change and political and economic considerations have driven the introduction 
of the NP role in the emergency care setting. Social change has resulted in increased 
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numbers of patient presentations at EDs, with the majority of patients reporting minor 
health problems and non-urgent issues. Thus the ED serves as a primary care provider.  
A lack of ED physicians  has  also limited public access to emergency care services 
and so it has been necessary to position  ENPs in the fast track area in the ED setting, 
particularly in EDs located in  urban areas (A. Carter & Chochinov, 2007). The 
additional issues of ED crowding, lengthy waiting times, and physician shortages have 
driven the development of the ENP role in Australia (Fry & Fong, 2009) and 
elsewhere. In summary, the development and expansion of the ENP role in EDs is 
inextricably linked to the classic problems in ED settings of increasing numbers of ED 
patients, the large proportion of non-urgent patients attending EDs, and insufficient 
numbers of ED physicians. 
Particular knowledge and skills central to emergency nursing are critical to the 
performance of the ENP role. To satisfy the entry level for emergency nursing 
competency, therefore, additional or specialised training is perceived  necessary  to 
support the implementation of an ENP system (Ramirez, Tart, & Malecha, 2006). This 
has been achieved in many Western countries through a post-master educational 
program specialising in emergency care and  designed to prepare nurses for the ENP 
role (Ramirez et al., 2006).  
In 2007, the National Organization of Nurse Practitioner Faculties, supported by the 
ENA, developed core competencies for NPs (Hoyt et al., 2010).  It was determined 
that the  competencies for NPs in emergency care settings, or ENPs,  involved a vast 
body of knowledge related to acute and chronic illness or injury, as well as both simple 
and complex skills that represent the unique nature of  NP work  in emergency care 
settings (Hoyt et al., 2010).  The research conducted by Hoyt et al., (2010) resulted in 
the identification of 60 competencies necessary at entry level for NPs working in ED 
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settings. This list of competencies was approved in 2008 by the ENA Board  (Hoyt et 
al., 2010). 
The development of the APN roles of the ENP and CNS in emergency care settings is 
related to increasing health care demand, the shortfalls in the medical and nursing 
workforce and political demands to meet  key performance indicators set for the 
emergency care services (Hudson & Marshall, 2008). In the US, the development of 
APN roles in the ED setting has been associated with social and health care trends such 
as ED overcrowding, increasing patient case complexity and acuity (Valdez, 2009). In 
Canada, it has been attributed to  a shortage of physicians and the need for a more 
advanced nursing role (Kaasalainen et al., 2010). In short, the development of the APN 
role in the ED setting has been associated with a rising number of patients, the growing 
complexity and acuity of patient cases, and a shortage of staff in the medical and 
nursing workforce.  
Globally, the development of APN roles in ED settings has been characterised by an 
expanding nursing role in terms of broader tasks and responsibilities.  This has 
produced a blurring of the traditional work boundaries between the nursing and 
medical domains (Hudson & Marshall, 2008).  Hudson and Marshall (2008) argued 
that the impact of blurred boundaries on the APN role implies a need for clear 
identification of relevant skills and knowledge.  The evolution of the ED APN roles 
have been variously determined by relationships with key persons in the work 
environment, the extent of clarity around  role definitions and expectations, personal 
characteristics and the personal experience of the nurse (M. L. Jones, 2005). Role 
ambiguity has been identified as a barrier to the effective implementation of the APN 
role (M. L. Jones, 2005). A research on  the CNS role  in Finland conducted by 
Jokiniemi, Haatainen, Meretoja, and Pietilä (2015), concluded  that the role required  
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comprehensive skills and knowledge. However,  the ambivalence associated with the 
CNS role affects its successful institution  (Jokiniemi et al., 2015). The two studies 
above have underlined that clear role definitions are crucial, if difficult to achieve, for 
the successful development of APN roles. 
APN roles and specialty practice are considered vital to the development of nursing as 
a profession because they imply increased recognition of nursing expertise and also 
greater professional accountability.  Indeed, the  CNS and ENP nursing practice roles 
have been found to be characterised by a degree of autonomy which is associated  with 
increased professional accountability and responsibility (Bland, 1997; Daly & 
Carnwell, 2003).  
In terms of outcomes, the  implementation of APN roles has been found to  contribute 
to  reduction in patient waiting time,  improved quality of care,  increased patient and 
staff satisfaction, and to the retention of senior nurses in  ED settings (Hudson & 
Marshall, 2008; Melby, Gillespie, & Martin, 2011). Furthermore,  it is claimed that 
APN roles  sustain  quality of care and improve community access to emergency care 
(A. Carter & Chochinov, 2007). Thus it has been demonstrated internationally that the 
APN approach is valuable for its capacity to professionalise services and improve the 
quality of health care services. Yet wide variations exist in terms of the substance of 
the roles, their titles and in the educational backgrounds that currently support APN 
roles. A lack of clarity regarding the scope of practice for APN roles, particularly when 
exercised in acute care scenarios, persists today (Kleinpell, Hudspeth, Scordo, & 
Magdic, 2012). Nonetheless, advanced nursing roles in the area of emergency nursing 
have received professional and social recognition in Western societies. 
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In summary, a review of the available research depicts the nursing role as multi-
dimensional and contextually bound; it is not fixed, but rather in a process of 
continuous change. The significance of context in shaping the nursing role has given 
rise to a range of role definitions and conceptualisations when defining APN. The 
dominant themes in the body of knowledge reviewed, regardless of context, are the 
concepts of unclear role, role ambiguity, role boundaries, and work demarcation.  APN 
role development, as such, is shaped by relationships with allied health professionals, 
negotiations over role definitions and who determined role expectations. The APN role 
is also influenced by organisational contexts and broader social processes, including 
the contextual social structure.  
Despite the divergence in roles and titles across international settings, APN in EDs has 
proven valuable for its capacity to provide professional services and improve the 
quality of health care. However, in the Indonesian context the APN has not been 
formally recognised in any sector of the health care system. 
2.5. Emergency nursing in Indonesia 
In Asia, the effort to promote emergency nursing practice to specialty status is just 
beginning. However, Indonesia has yet to make inroads in establishing emergency 
nursing as a specialised area of professional clinical practice.  
More generally, specialisation in nursing practice, or APN, is not yet recognised in 
Indonesia. Emergency nursing practice is thus still not considered a nursing 
specialisation, despite the role that nursing undeniably plays at the front line of the 
provision of emergency care services. Similar to Western countries, here ED working 
environments have been characterised by high numbers, high complexity and acuity 
of patient cases, and also by unpredictable working conditions. Nurses who work in 
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emergency settings are also involved in the provision of emergency care in the event 
of disasters in the ED setting or in the wider community setting. However, most 
Indonesian ED nurses lack the educational preparation to support APN within the ED 
setting.  
There is limited research on emergency nursing and ED nursing in Indonesia and no 
peer-reviewed ED nursing journal is in existence. Published articles on emergency 
nursing practice in Indonesia are also noticeably absent. In general, the conduct of 
research is limited to the efforts of lecturers at the universities, or nurses with 
educational backgrounds at the postgraduate degree level.  There is some limited 
publication of research results through nursing journals produced by schools of nursing 
at several state universities. Hence published articles on emergency nursing in the 
Indonesian context are scarce to unavailable. 
It has been directed that for proven competency, nurses who work in ED settings in 
Indonesia will undertake additional training such as basic trauma life support (BTLS), 
basic cardiology life support (BCLS), and management of emergency patients or 
PPGD  (Director of Nursing, 2005). Yet, these defined nurse competencies are not 
mandatory because of the lack of regulation and legal power to enforce a level of 
education and training.  Hence, at the mid-level within organisations, the competencies 
for ED nurses are not fully implemented. In the Indonesian context, therefore, nursing 
work boundaries are strongly influenced by the conditions prevailing in the local ED 
institutions.  
The conduct of triage  has been prescribed as one of the competencies of ED nurses 
(Director of Nursing, 2005). One Indonesian  study, however, has suggested that the 
triage knowledge of ED nurses is of a low-level, while the triage procedures and skills 
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displayed by ED nurses are considered moderate (Fathoni, Sangchan, & Songwathana, 
2013). The authors further explain that the lack of triage knowledge is related to poor 
understanding of the management of complex illness.  
As evidence confirms and has been previously noted, health services in Indonesia are 
confronted daily with a large number of emergency cases and a vulnerability to 
exposure to natural disasters.  These circumstances underline the importance of 
gaining a clear understanding of nursing roles in the ED setting.  
An understanding of the nursing role in the ED setting also means recognising the 
position of nursing in the Indonesian health care context. The position of nursing roles 
in the ED setting is embedded in a broader system that is in effect the entire social 
process associated with Indonesian nursing. This can be seen in the noticeable lack of 
role structure for ED nurses. This situation is compounded by the absence of any role 
standardisation, educational preparation, or acknowledgement by the government that 
could establish clearly defined roles for nurses working in EDs. The ongoing lack of 
clarity around the ED nursing role is thus related to the social position of nursing in 
Indonesia. 
In the light of the apparent gap in knowledge, this research has focused on an 
exploration of the role of emergency nurses within the Indonesian context. This 
research addressed the aforementioned knowledge deficit by undertaking a grounded 
theory (GT) research concerning the role of nurses in emergency care services at 
general hospitals in West Java, Indonesia. A  constructivist GT  approach to this 
inquiry has been employed for this research (Charmaz, 2006, 2009).  
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2.6. Summary 
The nursing role in the ED setting is multi-dimensional and contextually bound; it is 
not fixed, but rather in a process of continuous change. The transformation of the 
nursing role has been driven by changes in EDs which are characterised by 
unpredictable working conditions, high numbers and a heightened acuity, complexity 
and diversity of patient cases. The ED nursing role also involves the provision of 
emergency care services in major events such as natural disasters or disease outbreaks. 
All of these factors point to the need for knowledge and skills at a specialty level or 
APN.  
The evolution of the ED nursing globally and in Indonesia has been shaped by intrinsic 
and extrinsic factors. The intrinsic factors included the struggle for higher education 
and for empowerment to support the professional development of ED nurses. The 
related pursuit of empowerment and a power to control the professional development 
of ED nurses was the impetus for the development of emergency nurses’ specialty 
organisations, such as EDNA, later to become ENA. The position of emergency 
nursing as a specialty across the world has been strengthened and legitimised by 
educational preparation at the postgraduate level and by a national certification scheme 
for emergency nurses. ENA (2008) has also recognised the APN role in the emergency 
setting as involving two APN sub-category roles: the ENP and   the CNS or, in some 
countries,  the CNC (ENA, 2008). 
The overriding argument is that APN roles and emergency nursing specialty practice 
are deemed crucial for nursing as a profession, since combined  it is expected that these 
roles will compel the  position of nursing towards a more autonomous and accountable 
mode of  practice. The development of the APN roles in ED settings generally has 
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been associated with the need for nurses with advanced knowledge and skills. The 
CNS/CNC roles have been promoted as models of expert nurses.  
From the research reviewed, it was found that despite advances in the development of 
specialist roles in emergency nursing in Western societies, Indonesian ED nursing 
remains largely unrecognised, even though ED nurses in the Indonesian context 
assume the a significant front line role  in the provision of emergency care.  The 
available evidence from the rest of the world of ED nurses points to a need for 
opportunities for Indonesian ED nurses to further develop knowledge and skills.  The 
role of nurses who work in Indonesian ED context is poorly understood and with any 
evidential base related to the ED nursing role. Hence this research is focused on an 
exploration of the nursing role in the emergency care services within the Indonesian 
context.  
The purpose of the following chapter is to explicate the theoretical lens through which 
this research was conducted.  The chapter explores in detail the origins of assumptions 
underpinning constructivist GT and related areas of knowledge.  The framework is 
both inductive and deductive in approach which is appropriate for an area of largely 
unexplored knowledge and where some assumptions are brought to the research. 
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Chapter 3: Methodology 
Introduction 
This chapter provides a conceptual understanding of GT as the methodology applied 
in this research. The starting point of the chapter is that the GT process reflects the 
influence of sociological concepts embedded in the traditions of pragmatism and 
symbolic interaction and subsequently in social constructivism, as is evident in the 
more recent GT theory work by Charmaz (2009). The chapter begins with a discussion 
of the historical development of this broad mode of inquiry and is followed by an 
exploration of significant concepts that form the philosophical underpinnings of this 
research.  
3.1. Grounded theory: a definition 
 GT was initially conceptualised as a research process, the aim of which was to 
construct theory from data, using comparative methods as the main analytical strategy. 
In the words of Glaser and Strauss (1967, p. 2), GT was conceived as “the discovery 
of theory from data systematically obtained from social research”. More recently, 
Glaser (2002b, p. 2) referred to GT as: 
…the generation of emergent conceptualizations into integrated patterns, 
which are denoted by categories and their properties. This is 
accomplished by the many rigorous steps of grounded theory woven 
together by the constant comparison process, which is designed to 
generate concepts from all data.  
 
In similar terms, the subsequent work of  Strauss and Corbin (1998b, p. 12) defined 
GT as a general research methodology in which “theory [is] derived from data, 
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systematically gathered and analysed through the research process…offer[ing] insight, 
enhance[ing] understanding, and provid[ing] a meaningful guide to action”.  
Charmaz (2005), a more recent exponent of GT, suggests that the approach is a set of 
flexible analytic guidelines that enable the researcher to focus data generation and to 
build inductive middle-range theories through conceptual development (Charmaz, 
2005). More significantly, however, Charmaz (2000) was the first to explicitly move 
GT toward analytic abstraction and to acknowledge the researcher’s interpretation in 
the construction of meaning (Charmaz, 2000). As a result, GT is now more broadly 
conceived as the product of analytic interpretation of participant worlds and of the 
processes constituting the construction of those worlds. 
Constructivist GT is appropriate to this research, where meaning and knowledge are 
understood as socially produced through social practices and social interaction. The 
concept of “social” is important because it means that structures and actions cannot be 
conceived as disconnected. In other words, structure cannot be understood apart from 
actions but at the same time, actions are conditioned by structure. Meaning and 
knowledge therefore, are both shaped within cultural, historical, social and structural 
contexts, and are temporal in nature (Charmaz, 2009). 
3.2. From positivist origins 
An important distinction within the GT tradition is the focus in the early works on the 
positivist notions of inductive logic and systematic procedures. These works adopted 
what was arguably an objectivist stance in viewing the relationship between the 
researcher and the focus of research as one characterised by objectivity. The objectivist 
position accepts the assumption that the external world can be described, analysed, 
explained and predicted (Charmaz, 2000). This position was further indicated in Glaser 
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and Strauss’ (1967) adherence to the hypothesising and verification of knowledge in 
the research process. Despite other developments, Glaser has continued to view the 
data as entirely separate from both participants and researcher, and any intrusion by 
the researcher as contamination of the analysis of codes and the process of their 
emergence from the data (Glaser, 1978, 1992, 2002b, 2004). In Glaser’s words (2002b, 
p. 6):  
…data is rendered objective to a high degree by most research methods 
and GT in particular by looking at many cases of the same 
phenomenon, when jointly collecting and coding data, to correct for 
bias and to make the data objective…Personal input by a researcher 
soon drops out as eccentric and the data become objectivist not 
constructivist. 
 
Subsequently, the work of Strauss and Corbin (1998b) brought a more overt pragmatist 
philosophical position of process, action and meaning to GT (Strauss & Corbin, 
1998b). Yet, as Annells (1999) points out, the objectivism of the traditional Glaser and 
Strauss (1967) approach was not as dominant as if stipulated by law. Indeed, it deviated 
from objectivism in its process of generating a hypothesis achieved through the 
constant comparison of the differences and similarities of data and through a coding 
procedure that involves interpretation (Glaser & Strauss, 1967). As Annells (1997) 
argued, the early work falls more obviously within the post-positivist paradigm where 
the ontological position is critical realism. The critical realist view assumes that while 
there is a reality in the natural world to be discovered through inquiry, it can never be 
perfectly understood (Annells, 1999).  Thus the relationship between knowledge and 
theory is never complete but provides room for ongoing  interpretation and analysis 
and thus  revision and theory development.  
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What essentially underpinned the early work of Glaser and Strauss (1967) was a 
concern over the domination of theory verification in social research at the expense of 
theory generation. The argument was, therefore, that the GT method would encourage 
the making of theory and thereby close the gap between theory and research (LaRossa, 
2005). In other words, Glaser and Strauss’ conceptualisation emanated from the view 
that theory should be generated from data rather than imposed upon data. The process 
was explained by Glaser and Strauss (1967, p. 6) as follows: 
Generating a theory from data means that most hypotheses and 
concepts not only come from data, but are systematically worked out 
in relation to the data during the course of the research. Generating a 
theory involves a process of research.  
 
The third publication of these authors provided the rationale for theory development 
through the research process, the logic of GT, and a justification of GT as a rigorous, 
systematic approach to qualitative inquiry. As Glaser and Strauss (2009, p. 32)  stated, 
“Our strategy of comparative analysis for generating theory puts a high emphasis on 
theory as a process; that is theory as an ever-developing entity, not as perfected 
product”. Thus the methodology was characterised by inductive analysis, multiple 
sources of data, a hierarchical coding procedure, constant comparison of data, memo 
writing and theoretical sampling.  
The work of Glaser and Strauss (1967) is now universally recognised as “traditional” 
grounded theory (Mills, Chapman, Bonner, & Francis, 2007). Unlike the flexibility 
attributed to Charmaz, both Glaser (1978, 1992, 2002a, 2004) and Strauss and Corbin 
(1998b) separately have over time refined the GT method into a more rigorous and 
systematic research approach. The focus has increasingly turned to the coding process, 
constant comparison, and theoretical sensitivity to generate concepts from all data. 
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While there is a view that the important contribution of Glaser was rigorous, logical 
and analytic procedures, by way of contrast an important consideration for this 
research is the emphasis that Glaser (1978) placed on theoretical sensitivity in the 
process of theory development.  
Theoretical sensitivity refers to the  ability of the researcher to have insight, to provide 
meaning to data, and to have the capacity to understand the data; these abilities were  
all important for the development of theory that is grounded in data (Strauss & Corbin, 
1990). For Glaser (2004), theoretical sensitivity relates to the researcher’s ability to 
generate concepts from data, generate theory from data and systematically work with 
data, all through the research process. The first step in gaining theoretical sensitivity 
is to enter the research setting with as few predetermined ideas as possible, remain 
sensitive to the data, and remain open to see what is actually happening in the data 
(Glaser, 1978). Glaser (2004) further emphasised the importance of maintaining 
theoretical sensitivity in concept and theory development, achieved through 
conceptualising and organising, visualising, drawing abstract connections among the 
data, and thinking on a multi-perspective level, or  “multivariately”. Strauss and 
Corbin (1998b) similarly pointed to the importance of a researcher’s theoretical 
sensitivity in enhancing understanding and interpretation in the process of conceptual 
development and in drawing the meanings of events, incidents and actions from the 
data. Sources of researcher sensitivity include personal and professional experience 
and familiarity with relevant literature.  
Other developments subsequently took place that re-situated GT by shifting the focus 
to meaning, action and process, consistent with Strauss’ intellectual roots in 
pragmatism and symbolic interaction (Strauss & Corbin, 1994). Strauss and Corbin 
(1998b) pointed out that grounded theories, because they are drawn from data, offer 
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insight and enhance understanding and provide a meaningful guide to action. From 
this perspective, the aim of GT is to derive a theory that is conceptually dense with 
numerous conceptual relationships. 
Significantly and in contrast to Glaser, these authors claimed that “all 
conceptualisation of data involves interpretation” (Strauss & Corbin, 1998b, p. 136). 
In the process of data analysis, for example, Strauss and Corbin (1998b) underlined 
the importance of attending to participant voices and suggested that participant 
interpretation and perspectives be listened to, and integrated with the researcher’s 
interpretation and conceptualisation. From here, the inquiry process involves multiple 
actor voices around the construction of meaning. Strauss and Corbin (1998b, p. 171) 
advanced their concept of interpretation for the process of developing theory, by 
drawing on the pragmatist position and arguing: 
 A theory is not the formulation of some discovered aspect of a pre-
existing reality “out there”….Our position is that truth is enacted: 
Theories are interpretations made from given perspectives as adopted 
or researched by researchers. To say that a given theory is an 
interpretation—and therefore fallible—is not at all to deny that 
judgements can be made about the soundness or probable usefulness of 
it. 
 
While the work of Strauss and Corbin (1998a, 1998b), as indicated above, is consistent 
with the notion of constructivist relativism, it must be noted that philosophical or 
theoretical positioning was not an issue central to the works of these authors:  the focus 
was more on the methods and procedures of GT inquiry. Thus there remains an element 
of the objectivist position in their works reflected in the overwhelming emphasis on 
technique. Charmaz also points to the objectivist influence in the set of analytical 
procedures leading to verification of hypotheses in the process of theory generation 
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(Charmaz, 2000; Mills et al., 2006). For example, Strauss and Corbin (1998a) 
incorporated three levels of coding, the consequential matrix/conditional matrix, and 
a central category. In relation to the matrix, Strauss and Corbin (1998a, p. 191) 
explained that its purpose was:  
…to develop explanatory hypotheses about relationships in and 
between categories that can be verified and modified through further 
data collection and analyses, [and] to make it [explanatory hypothesis] 
more probable.  
 
What can be concluded from the above is that  Strauss and Corbin’s (1998b) work, 
while located in post-positivism, is blurred somewhat by the inclusion of objectivist 
elements and adherence to the notion of constructivist relativism. Throughout their 
works, arguments appear relating to the concepts of theory, reality and truth, which 
state that theories are grounded in historical events and moments that need to be 
considered in the creating, reformulating and revising of theories. This indicates an 
ontological position between post-positivism and constructivism (Mills et al., 2006). 
Overall, the contribution of these authors was to bring the concepts of interpretation, 
interaction, process and meaning to theory development. Strauss and Corbin also 
introduced constructivist tenets such as multiple realities, temporality and social 
context. 
A further shared tenet in the works of  Glaser (1978, 1992), Glaser and Strauss (1967) 
and Strauss and Corbin (1998a, 1998b), is the notion that GT inductively and through 
a systematic process of inquiry, develops theory. However, Charmaz (2000) has since 
challenged this view, including the assumption that the analysis process tends to be 
more literary than analytical and that there is no completeness in understanding 
participants’ experiences. Charmaz (2000) further argued that the future development 
 Chapter 3: Methodology 53 
of GT would  take into account its ontological and epistemological position. A “re-
visioned” grounded theory needed to be considered that moved away from the 
positivistic objectivist tradition and towards “becoming increasingly interpretive” 
(Charmaz, 2000, p. 523). Even though the notion of constructivist relativism was 
apparent in the work of Strauss and Corbin (1994), Charmaz (2000)  more overtly 
positioned her work as constructivist (Mills et al., 2006; Mills et al., 2007). Thus 
Charmaz’ contribution has been to shift GT from the post-positivist to the 
constructivist paradigm. 
The important contribution of Charmaz (2000, 2002, 2003, 2005, 2006, 2009, 2014) 
to the development of GT has been the incorporation of the processes of mutual 
interaction, multiple interpretations, multiple realities and the concepts of meaning and 
understanding, all of which are understood to be shaped culturally, socially and 
historically. Nonetheless, while the works of Glaser (1978, 1992), Glaser and Strauss 
(1967), Strauss and Corbin (1998a, 1998b), and Charmaz (2000, 2002, 2003, 2005, 
2006, 2009, 2014) differ in fundamental ways, they share a focus on multiple sources 
of data, an emphasis on an inductive process, on continuous data generation and 
analysis, as well as  coding procedures and constant comparison in the analysis 
process, theoretical sampling, memo writing, and theoretical sensitivity. 
GT did not, however, develop in theoretical isolation. For the purposes of articulating 
a coherent theoretical framework for this research, the following discussion turns to 
the conceptual origins of GT and the key tenets that inform the current research.  
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3.3. Conceptual origins  
3.3.1. Pragmatism 
American pragmatism arose between the mid-19th and mid-20th centuries and is 
attributed primarily to the writings of Charles Sanders Peirce, William James, John 
Dewey and George Herbert Mead (Morris, 1937). A shared commitment among such 
writers was to the development of a philosophy of science that was relevant to and 
informed by human experience and practice (Morris, 1937). Tremmel (1957) has 
suggested that pragmatism is a system of thought that extracts its categories from 
experiences of people as they engage in the events that constitute their existence. For 
pragmatism, the meaning of ideas or knowledge exists in action rather than in the cause 
of such action (Elkjaer & Simpson, 2011).   Meaning, therefore, was more than an 
accumulation of past experiences for it had the power to direct human actions. 
Pragmatism was thus a philosophical trend that introduced the relationship among 
ideas, concepts, knowledge and action as an aspect of human behaviour.  
Pragmatism strongly influenced the interactionists, as evident most notably in the work 
of Mead. Here pragmatism shifted emphasis from a concern with the practice of 
“meaning-making”, to the fundamental social processes behind the creation of 
meaning. According to pragmatism, it was through social activity that commonalities 
of social structure were explored, reinforced and shared to produce meanings 
(Simpson, 2009). Of significance here was the positioning of the social as equal to the 
individual. This concept is evident in Mead’s ideas that “by acting as others, one finally 
becomes others to himself” (T. V. Smith, 1931, p. 368). Hence the self is social and is 
reflected in both the microcosmic and macrocosmic dimensions of the social world. 
This research has taken into account this central tenet of Mead’s pragmatism, by 
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exploring the actions and perceptions of emergency nurses as at once social and 
subjective.  
Mead’s theorising on society, mind, and the self-posited these concepts as depicting 
the essential parts of a social, evolutionary process (Roberts, 1977). On the one hand, 
the individual within this process is a self-conscious, reflective, creative, and social 
being. On the other hand, the social process starts at the individual level and evolves 
to the interactional and social levels as in a social system.  
In summary, the theoretical lens of the current research has its origins in pragmatism.  
Mead’s pragmatism brings to the research the concept that the individual is essentially 
social. Therefore, this research approached the participants with the view that 
individuals are social creative actors where meaning, knowledge, and society are 
constructed socially, relative to cultural and historical contexts. This underlines the 
importance of the construction of meaning and knowledge that is achieved through the 
mutual interaction and shared interpretations of researcher and participants and is also 
influenced by society as it exists in that context. Therefore, meaning and knowledge 
are produced and shared socially. 
Thus Mead's conceptualisation of social process, together with the importance of 
gesture and language for meaning creation, has been very important to the 
understanding of the phenomenon under examination in this research: the nursing role 
in the ED setting and its relatedness to the position of nursing in the Indonesian context 
and the wider society. The two key concepts of Mead's pragmatism that underpin the 
philosophical foundations of this research are addressed in turn below. 
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3.3.1.1. The social process 
The concept of social process derived from Mead (1934) is important to the 
phenomenon under research, that is,  the nursing role in the ED setting in Indonesia. 
Social process offers understanding of the production of meaning as social based on 
mutual relations among individuals, and between individuals and the broader society.  
The direction of this research implies the need to understand the position of nursing in 
society and its interrelationship with the larger social system, since the nursing role is 
a product of the social process that exists in its context, Indonesia. Mead (1934) also 
saw individuals as creative social actors who contribute to the production of meaning. 
This social process is initiated at the individual level. Mead stated that, “The self …is 
essentially a social structure” (Mead, 1934, p. 1 &140). This implies that individual 
perspectives and actions are both shaped by, and also shape society since the individual 
is part of society and the larger social system  (Mead, 1934). Mead explained that the 
emergence of the individual as a product of social processes and the existence of the 
social self means that individuals can respond and act socially towards themselves as 
well as to others (Roberts, 1977). Meaning therefore arises from interactions between 
and among individuals, and groups of individuals. 
Relevant to this research is that the meaning of individual activities or those of a group 
of individuals is shaped by the social processes wherein that group of people exists. In 
this research, individual nurses as social actors are part of the Indonesian nursing 
community and also the larger society as a whole. In other words, the nursing role in 
this context is embedded in the larger social systems related to nursing in Indonesia. 
Furthermore, the social processes and social activities those define and shape 
individuals, as well as groups of individuals and society as a whole, are enabled 
through communication, in the form of both gesture and language.  
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3.3.1.2. Gesture and language in the production of meaning 
A social process grounded in the concept of inter-subjectivity reflects a multi-
perspective view of meaning production central to which are gesture and language. 
Language, or significant symbols, is critical for communication as a tool to share 
thoughts, ideas and knowledge for the production of social meaning.  
Hence, gesture and language have been essential elements in the social world since 
they came into existence to enable social activity and the production of universal or 
social meaning. Gesture refers to the significant symbols or signs or the words (vocal 
gesture) that initiate the social process and social acts. The gestures of one person will 
call for a response from others and subsequently draw another response and so on. This 
process leads on to the conversational gesture. 
In a conversation, the meaning of the gesture is situated in the responses of others. As 
indicated by Mead (1934, p. 78), “the response of one organism to the gesture of 
another in any given social act is the meaning of the gesture”. This conversational 
gesture leads to the production of universal meaning. Universal meaning is embedded 
in the conversational gesture of the individual self, or between individuals and groups 
of individuals as is conveyed through the use of language. This means that the same 
symbols, signs or words are associated with the same meaning for both the self and for 
other individuals, in a social context. The use of language is thus a very important part 
of the construction of social meaning and of society itself. Vocal gesture is essential 
since it can put forward the same response or the same meaning for the individual who 
creates it, as it does for other individuals hearing it. As stated by Mead (1922, p. 160): 
The vocal gesture is of peculiar importance because it reacts upon the 
individual who makes it in the same fashion that it reacts upon another, 
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but this is also true in a less degree of those of one's own gestures that 
he can see or feel.  
This means that language is critical for the production of social meaning or knowledge 
which is important for the development of future human experiences and to shape 
human actions and reactions. In this research  language was  used as a way to explore 
and communicate thoughts, ideas,  that exist for individuals, groups of individuals, and 
society.  
3.3.1.3. The notion of reality  
This research has adopted the concept of reality as grounded in pragmatism. Reality 
for Mead is not absolute since it is produced from human perceptions which are 
embedded in a range of possibilities in relationships between individuals, groups of 
individuals, society and the surrounding environment. For Mead, reality is something 
built during the dialectic between organism and environment, a dialectic within which 
individuals as well as societies may have different perspectives (Lock & Strong, 2010).  
From the above we understand that the world appears to the perceiver through the lens 
of that perceiver’s own interpretation. All interpretation of the object or the real world 
is based on previous experiences of it, particularly our own experiences (Schütz, 
1945). Hence reality is socially shared and this can be recognised through the sharing 
of perspectives among human beings and knowing reality as temporal in nature 
(Blumer, 1980).  
In summary, this thesis draws on Mead’s idea that individuals are fundamentally social 
creative actors. This means that the research did not approach participants as unique 
individuals, but rather as social beings. The research therefore approached the 
participants in relation to their position in society as nurses and the interrelationship of 
nursing with the broader social system. Mead’s pragmatism provided important insight 
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and understanding of the social process in which individual and inter-subjective 
actions are embedded. Mead’s pragmatism also emphasised the ideas of multiple 
perspectives and multiple realities and the idea that theories are provisional, and 
stressed the importance of language as a central concept in the production of social 
meaning and knowledge. Drawing on this background therefore, this research 
produced shared meaning and knowledge related to the nursing role in ED settings and 
the position of nursing in the Indonesian context. 
3.3.2. Current studies on interactionism 
Mead developed the philosophical foundations of “symbolic interactionism” at the 
University of Chicago in the early 1900s, working in the Chicago School  of 
philosophical thought (Denzin, 1992). The concept of symbolic interactionism, named 
by Blumer, has undergone fragmentation, expansion, incorporation, and adoption, 
leading to the emergence of ‘contemporary interactionism’(Fine, 1993). 
Symbolic interaction has evolved as a result of significant changes in the interactionist 
approach and this has led to the contribution of interactionism in terms of the micro-
macro debate and the division between social realists and interpretivists (Fine, 1993). 
Firstly, central to the debate was the question about whether macro-structures could 
be understood from a micro-analytic foundation (Strauss, 1978). In other words, an 
ongoing point of argument is that organisations can be understood from the micro level 
or bottom up, while at the same time macro-structure influences meanings and 
interactions at the micro level (Fine, 1993). The development of this debate led to some 
acceptance of the view that structure is embedded in the actions of participants (Fine, 
1993). A broader but related debate about agency and structure  for example, 
Stanworth and Giddens (1975) defined the “interactionist approach” to social order as 
one where meaning is produced and shared socially and meaning is understood in the 
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context where the social realities exist. This is because interactions within institutions 
are arranged by and respond to reality and therefore interactionist analysis involves 
both the social structure and human experience (Fine, 1993). Finally, the gap between 
interpretivist and social realist approaches emerged based on an existing diversity in 
the various understandings of contemporary symbolic interactionism (Fine, 1993). 
This diversity within contemporary symbolic interactionism is important to this 
research in terms of theoretical development and methodology.  
In addition to the views above, interactionism has produced a significant contribution 
to the study of social organisation and social process (P. Hall, 2003). Interactionist 
studies have defined agency and structure, the micro and macro levels, change and 
stability, all elements that are essential to organisational analysis. They have gained 
strength because of several ingredients that support, complement, and extend the 
analysis of social organisation and social process (P. Hall, 2003). Thus the 
understanding of interactionism has been extended to include the contribution of 
pragmatism, critical pragmatism, collective actions and social movements and also 
culture. The result is that interactionist studies are now more focused on local social 
contexts and their interrelationships with larger social systems (P. Hall, 2003).  
Contemporary interactionism has provided the theoretical frame for this research based 
on the assumption that an organisation can be understood from its micro structure, or 
bottom up, while the macro structure influences the meaning and interaction at the 
micro level. Power is central for organisations, and social action is shaped by 
organisations through the way that they create, modify and construct situations using 
power. Collective actions and social movements are important for social change.  Also 
of importance is the idea that individuals, groups and society are mutually constructed. 
Within the social process, shared meaning is utilised by groups of individuals to link 
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to the larger society (Fine, 2012). This process is has its origins in pragmatism and 
interactionism.  
The concept of shared knowledge and meaning that is produced through interaction 
within society and through the use of significant symbols or language, has its origins 
in history and culture, spheres that are located beyond the immediate context. Such 
concepts bring this discussion to social constructionism, where the crucial contribution 
has been the concept of social reality derived from Mead and from the symbolic 
interactionist school of American sociology. 
3.4. Constructivist Grounded Theory  
3.4.1. The origins 
Charmaz (2000, 2003, 2005, 2006) expanded on Strauss and Corbin’s (1998b) ideas 
in articulating  a constructivist GT. As noted above, Charmaz (2000) explicitly 
positioned her work as constructivist. Yet, the terms constructivism and social 
constructionism have been used interchangeably by Charmaz (2000, 2006, 2009) even 
if  classified under the more general term “constructivism” (Andrews, 2012). In her 
most recent iteration, Charmaz (2014, p. 14) notes that; “Social constructionism has 
evolved over the years and my position is consistent with the form it takes today.”  In 
terms of grounding GT Charmaz (2006, p. 10) states that: 
In keeping with its Chicago school antecedents [in symbolic 
interaction] I argue for building on the pragmatist underpinnings in 
grounded theory and advancing interpretive analyses that acknowledge 
these constructions.  
 
Charmaz (2009) has underscored the congruence between her version of GT and 
pragmatism. The constructivist GT position on relativism assumes “multiple realities 
and multiple perspectives on these realities” (Charmaz, 2009, p. 138) and pragmatism 
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assumes multiple perspectives, “views of reality as consisting of emergent processes, 
addresses how people handle practical problems in their worlds”, and sees data as  not 
separate from the viewer of the viewed and  constructed mutually through interaction 
(Charmaz, 2009, p. 140).  Charmaz (2009, 2014) has suggested that these views are 
compatible with a range of theoretical frameworks. 
3.4.2. Constructionism  
The concept of social constructionism underlines the importance of the construction 
of reality that is embedded in social processes and in the historical and cultural context 
within which a society exists. Meaning and knowledge are produced through social 
practices in certain society and culture within a certain period of time. Socio-cultural 
and historical factors are critical in producing meaning and knowledge (Conrad & 
Barker, 2010). Therefore, from the social construction perspective, meaning and 
knowledge are negotiated among  relevant social groups and produced through social 
processes (Gasper, 1999).     
The terms “constructionism” and “constructivism” have been applied inconsistently 
and without differentiation, so that “at times they seem to defy definition” (Raskin, 
2002, p. 2). This can be seen in the work of Brown and Brooks (1996) which referred 
to the term “constructivism” but was later renamed by Brown (2002) as “social 
constructionism” (Young & Collin, 2004).  As noted above, it is also the case that 
Charmaz, up to 2006, used the term “constructivist” and then shifted to “social 
constructionism” as is obvious in her 2009 and 2014 works.  
Others argue that social constructionism is distinct from constructivism (Andrews, 
2012). The latter proposes that the individual is cognitively involved in the 
construction of knowledge and therefore the focus is on meaning-making of the social 
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and psychological worlds through individual and cognitive processes (Young & 
Collin, 2004). By contrast, social constructionism claims that knowledge and meaning 
are constructed historically and culturally through social practices and interactions, 
and thus have a social focus (Young & Collin, 2004).  
Social constructionism, in which this research is grounded, assumes the ontological 
position of relativism. This position is concerned with what constitutes reality, the 
perceptions of how things really are, and how things really work (Scotland, 2012). The 
relativist assumption leads to the claim that nothing can be known definitely, and that 
there are multiple realities, and multiple interpretations of those realities, none having 
precedence over the other in terms of claims to represent the truth about social 
phenomena (Andrews, 2012). The epistemological position of relativism claims that 
knowledge and meaning are constructed interactively by humans in their worlds and 
are developed through interaction in certain social contexts, situated in a particular 
culture and timeframe (Crotty, 1998). In other words, for the social constructionist, all 
knowledge is considered local and temporal, in the sense that knowledge is negotiated 
between or among people within a given context in a certain period of time (Raskin, 
2002). This position assumes that “the world does not exist independently of our 
knowledge and understanding of it” (Grix, 2004, p. 48). This then means that there are 
interactive relationships between the observer and the phenomenon under 
investigation. In the words of Berger and Luckmann (1966, p. 15), “all human 
knowledge is developed, transmitted and maintained in social situations”. Reality and 
knowledge are shared socially with others, since knowledge is socially distributed 
through language. In this research, the perspective of social constructionism 
emphasises that the phenomenon under research is linked to the contextual 
environment of social, cultural, gender and political factors in Indonesia. 
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Historically, social constructionism can be traced to the ideas of the sociology of 
knowledge. The term “sociology of knowledge” was introduced by Max Scheler in the 
1920s  (Berger & Luckmann, 1966). Further, Mannheim  (1929, 1935) developed the 
idea of the sociology of knowledge in an attempt to understand the relationship 
between knowledge, theory and ideas, and the social groups that exist in any particular 
situation (Shaw, 1973). Several branches of knowledge have shaped the development 
of social constructionism, including Marxism, the work of French sociologist 
Durkheim on the nature of social reality, and the work of German philosopher Weber 
(Berger & Luckmann, 1966).  Moreover, Mead’s pragmatism has also made an 
essential contribution to the development of social constructionism through the 
concepts of social process, shared meaning and the importance of language. Alfred 
Schultz has also made a contribution for his linkage of phenomenology with everyday 
reality (Shaw, 1973). Finally, Berger and Luckmann articulated current ideas about the 
sociology of knowledge through their 1966 published work The Social Construction 
of Reality. The development of social constructionism appears  in the work of Gergen 
in 1985 (Witkin, 2013)  and expanded upon by Burr (1995).  
For Gergen, the social origin of knowledge is considered to be the central idea 
emerging from the constructionist world, where knowledge of the world and the self 
is embedded in human relationships, in social processes, and in historical and cultural 
contexts (Gergen, 2011). Constructionists propose that no arrangement of words is 
necessarily more objective or accurate in its depiction of reality than any other. In this 
sense, accuracy of knowledge can be achieved within a given society, culture or 
tradition according to the social practices within that context (Gergen, 2011). The 
centrality of language signifies that language is an essential factor in the origin of the 
sociology of knowledge. As Wittgenstein (1953) proposed, language is considered 
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critical to an understanding of meaning, and meaning is a derivative of language as 
employed in social practices (Wittgenstein, 1953). Language also serves as a binding 
force commanding social power context (Gergen, 2011), because language maintains 
the relationships network of power and privilege, sustaining the entire array of power 
relations (Rose, 1990). Moreover, the politics of knowledge has indicated that 
knowledge is related to power and power relationships. The politics of knowledge and 
power invites the understanding that realities, rationalities and values are created 
within the social and political dimensions (Gergen, 2011). The idea of the self as social 
construction reveals that the conception of the self is embedded in the social process 
and in social practices that take into account the cultural, political and traditional 
beliefs of society (Gergen, 2011). This suggests that the self is defined by public.   
The social constructionism of Gergen (1985) was further exemplified  by Burr (2003) 
who underlined first, the importance of assuming a critical position about knowledge, 
second,  knowledge as  historically and culturally specific, third, knowledge as  
sustained by a meshing together of social processes, fourth,  the interrelationship of 
knowledge and social action  and fifth, the importance of language.  
The first concept of assuming a critical position on the world and on knowledge is an 
essential element of social constructionism. Social constructionism confronts the view 
that knowledge is derived from objective and unbiased or neutral observations of the 
world; it is therefore  the opposite of positivism and the empirical tradition of science 
(Burr, 2003). In this sense, social constructionism invites us to challenge the objective 
basis of conventional knowledge and to take a critical position regarding common 
understanding received through observation (Gergen, 1985). Social constructionism is 
convinced that the nature of the world is accessible through observation and perception 
and that what is found is according to what we perceive (Burr, 2003). Therefore, being 
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critical with our assumptions about and perceptions of the world will allow us to 
understand the world and knowledge. This means that humans actively create 
knowledge, because humans actively explore aspects of the world in particular ways 
and for particular purposes. This indicates that knowledge and meaning are social and 
historical products. This concept leads to the second key concept: that knowledge is 
historically and culturally specific. 
Knowledge and meaning are the results of actions between people within a particular 
historical and cultural context. Social constructionism claims that knowledge and 
meaning are embedded in historical and cultural context since knowledge and 
understanding are produced through the social process, within a certain period of time 
and culture (Burr, 2003). Knowledge and understanding are an explanation of the 
phenomenon of the world and are related to social processes and a variety of human 
activities that occur within a specific timeframe. Such knowledge and understanding 
of the phenomenon under scrutiny is negotiated via social processes and can invite 
various interpretations, which then result in different forms of action (Parton, 2003). 
The various forms of negotiated meaning and understanding are essential to society 
(Gergen, 1985). This key concept emphasises the idea that knowledge and 
understanding of the phenomenon under scrutiny are developed and negotiated 
between people through the social process and are historically and culturally relative.  
This concept thus leads to the third key principle  that knowledge is sustained by social 
processes (Burr, 2003). Knowledge and common ways of understanding are 
constructed socially through social practices in certain societies and within a particular 
period of time (Burr, 2003). Truth is thus historically and culturally varied (Burr, 
2003). This means that the knowledge and meaning of the phenomena that exist within 
society are temporal in nature. This is because changes within the social process impact 
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on the validity of knowledge. The forms of knowledge and meaning archived within 
the community are associated with “the vicissitudes of social processes” such as 
communication, negotiation, conflict, and rhetoric (Gergen, 1985, p. 268). Knowledge 
is actively created and sustained by humans for particular purposes. This concept has 
led to the idea that knowledge and social action go hand in hand.  
The fourth concept is the interrelationship of knowledge and social action (Parton, 
2003). Shared knowledge and meaning are negotiated via social action and social 
practices. This negotiated understanding can trigger a varied range of responsive 
actions among human beings (Burr, 2003). Knowledge and understanding have the 
power to influence people and society to display permissible, responsible and proper 
behaviour, both socially and culturally. The construction of knowledge and meaning 
through social processes is not divorced from the existing power relationships in 
society. Cromby and Nightingale (1999) argued that power is a structural feature of 
social relations and  therefore power always exists and is a significant factor in the 
process of  the social construction of knowledge, whether it is recognised or not. This 
idea gives rise to the fifth concept that language is essential for social constructionism. 
Language is an expression of thought and it is linked with human action. Language is 
implemented as a medium through which humans have access to the world of 
knowledge and to communicate to the community that shares the same language 
(Edley, 2001). Language is a critical factor in the construction of knowledge through 
social practices, since language is related to the “precondition for thought” and to 
“forms of social action” (Burr, 2003, p. 7). This signifies that concepts and 
understandings existing in society are developed and reproduced through daily social 
practices, using the tool of language. The notion of language as a form of social action 
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means that language can direct human action (Burr, 2003). Therefore, social 
constructionism proposes that language is a form of social action.  
In conclusion, social constructionism highlights the important conceptual idea of 
taking a critical position when attempting to reach an understanding of the 
phenomenon under research. This means that a research study must take into account 
the relevant cultural, historical and political contexts when attempting to reach an 
understanding of the phenomenon under research.  
The key ideas of social constructionism are also applied in this research, implying an 
understanding that knowledge and meaning are socially produced and shared through 
a social process within a certain timeframe and particular culture. There is also the 
understanding that knowledge is not free from the existing power relationships within 
a society. Knowledge is created toward particular purposes and developed within 
society through the use of language; knowledge further has the power to direct human 
action. The importance of language is also taken into account in this research, since 
language is an expression of the shared thoughts of people or individuals operating 
within a society. In this research, the social constructionist standpoint has emphasised 
the idea that the nursing role is embedded in a larger social process related to cultural, 
historical, political, and other significant factors that exist within the context of the 
research that is Indonesia.  
3.5. Implications for the Methodology  
The foundational assumptions of multiple realities, of individuals as social actors, and 
of data being mutually constructed by the researcher and participants through mutual 
interactions, have all informed this research. The notions that individuals are social 
actors and that the social process is both embedded in individuals and inter-subjective, 
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have also informed this research. Therefore, this research has approached the 
participants as individual social actors. In this research, meaning and knowledge are 
seen as socially produced through a social process, relative to cultural, historical, social 
and structural contexts that are related to the phenomenon under research. For this 
research, generalisation was partial, situated in time, context, space, action and 
interaction (Charmaz, 2009). 
The logical extension of the GT approach has required the researcher to explore the 
link of the phenomenon under research to the broader social context or macro level. 
At the macro level, the inter-subjective or inter-individual meaning produced is linked 
to the broader social context. This entails the researcher shifting the inter-subjective 
meaning to the level of the broader social structure. The macro level factor includes 
the socio-cultural, historical and political contexts related to the phenomenon under 
research and as they present in the relevant specific time period within the Indonesian 
context.  
3.6. Summary 
This chapter provides justification of the methodology and the theoretical perspectives 
implemented in this research. A historical background to the development of GT has 
provided an overview of the approach as applied in this research. Mead’s thoughts 
about pragmatism and social constructionism have informed the theoretical premises 
of the research process. Furthermore, Charmaz’ (2009, 2014) constructivist  GT and 
the origins of  pragmatism and social constructionism  have shaped the  methodology 
that underpins the  research .  
The pragmatic tradition leads this research to recognise that individuals are social 
actors and that the knowledge and meaning produced in this research are based on 
multiple perspectives, taking into account the interrelationship of interacting 
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individuals and society in the social process. This research also acknowledges that 
meaning and knowledge are temporal in nature.  
Mead’s pragmatism has provided the conceptual ideas of humans as active social 
actors and active meaning-creators; and also the importance of the social process for 
meaning and knowledge production, producing meaning that is shared socially. 
Pragmatism has informed the research, contributing the conceptual ideas of multiple 
perspectives, temporality, the importance of language, and relativist epistemology. 
Social constructionism brought to the research the conceptual idea that meaning and 
knowledge, as well as society itself are constructed within a social context. From social 
constructionism, the key concept is the need to explore the complex dimensions of 
context in order to understand knowledge and meaning, since knowledge and meaning 
are shaped by social, cultural and historical contexts. Meaning and knowledge are 
negotiated and shared socially. The following Chapter addresses in detail and justifies 
the methods and the inquiry process of this research
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Chapter 4: The Process of Inquiry and 
Concept Development 
Introduction 
This chapter provides an explanation of the inquiry process for data generation and 
analysis as well as a justification of the concepts and core categories constructed in 
this research.  In so doing, the chapter provides a description and justification of the 
conceptual development process through a three level coding procedure; open coding, 
focused coding, and theoretical coding. An introduction to the constructivist GT 
methods in term of the essential components of Charmaz’ (2009) method are also 
provided. The chapter concludes with an explanation of the concepts and the core 
category generated in the research. 
This chapter explains the simultaneous processes of data generation  and analysis that 
were undertaken s and  the conceptual development.   For this research, the main source 
of data was the participant interview. Other sources of data involved documents and 
researcher memos, the latter of which were obtained through observation. Data 
generation in the research was conducted in two phases as reflected in Figure 4.1. 
below. 
The first phase of data generation was conducted through interviews and contextual 
observation. A contextual observation was undertaken at each site in advance of the 
interview process for the purpose of gaining an understanding of the organisation of 
nursing work in the ED setting. This accords with Blumer’s (1954, p. 7) argument that 
“sensitizing concepts” bring methodological strength to research without imposing 
theoretical constraints on data. The participant interviews in this research were 
organised in two phases; initial interviews and a second phase of interviews.  
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The initial interviews involved 10 participants ED nurses. Second interviews were 
conducted with 25 participants ED nurses.  The second phase of data generation 
constituted theoretical sampling interviews with 16 further participants (8 ED nurses, 
3 DON, 3 nurses leader and 2 nurses’ educator). Analytic memo-writing around all 
sources of data including documents was also undertaken throughout the research. This 
process is depicted in Figure 4.1.below.  
Figure 4.1: Data generation and analysis process 
 
 
The chapter turns first to  the essential components of Charmaz’ (2009) constructivist 
methods that were engaged in this research.  
4.1. The constructivist/constructionist GT Theory approach 
The previous chapter posed constructivist GT, with its origins in pragmatism and 
social constructionism, as an appropriate theoretical framework for this research. This 
approach to GT prioritises the phenomenon under research and perceives data as the 
mutual construction of participants and researcher, together with other sources of data 
and knowledge related to the research phenomenon (Charmaz, 2009).  
This GT method rests on the starting assumption of the individual as fundamentally 
social. As noted earlier, therefore, this research approached the participants as social 
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actors and not as unique individuals. Social constructionism provided the conceptual 
tenet underlying the research method; the need to understand the exact dimension of 
the context in play, in order to understand meaning and knowledge. In keeping with 
the ideas of pragmatism and social constructionism, the analysis process was 
developed through the inter-subjective level and then linked to the broader social 
context related to the phenomenon under research. This process of analysis aimed to 
produce meanings and knowledge that were created and shared socially, based on 
inter-subjective concepts and multiple perspectives. In this research, knowledge and 
meaning were negotiated and understood as relative to cultural and historical contexts.  
The essential strategies utilised in this research process were as suggested by  Charmaz 
(2006, 2009) and  included simultaneous data generation and analysis, the constant 
comparative method,  memo writing, theoretical sampling, theorising, and the notion 
of theoretical saturation and coding. Coding procedures in this research were derived 
from Glaser (2004) and Charmaz (2006) included  open coding, focused coding,  and 
the generation of  key concepts and a core category. These strategies were central to 
the development of a theoretical explanation to guide this research. 
4.2. Research context and research setting 
4.2.1. Research sites and sequence of data generation 
The research was conducted at three EDs, one Class IV ED located at ‘General 
Hospital A’ (Class A hospital) in a major West Java city, and two Class III EDs at 
‘General Hospital B’ (Class B hospital) and ‘General Hospital C’ (Class B hospital), 
located in two other cities (cities ‘C’ and ‘S’ respectively), in West Java province, 
Indonesia.  
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Data generation was conducted initially in the Class IV ED at General Hospital A 
(Class A) because the highest class of ED (Class IV) typically sees more complicated 
cases and has better facilities as well as better human resources. Hence, the emergency 
care services provided by the Class IV EDs are more sophisticated as these act as top 
referral EDs. The nurses in the Class IV EDs, therefore, were required to engage in 
more complex work and to take on various levels of activity. These conditions 
provided rich data regarding the role of nurses in ED settings. This particular Class IV 
ED employed 54 ED nurses and of these 18 (15+3) nurses, or approximately 25%, 
participated in this research. 
After sampling the Class IV ED (Class A hospital), the data generation continued in 
the second, Class III ED, located at General Hospital B (Class B). This ED employed 
42 ED nurses of whom 14 (11+3) participated in this research.  Finally, data generation 
was conducted in the other Class III ED, at General Hospital C (Class B). This ED 
employed 36 ED nurses of which 11 (9+2) participated in the research.  It is important 
to note that data generation and analysis processes were conducted simultaneously.  
4.2.2. Researcher access to participants and settings 
Thus, as indicated above, the research was conducted in three EDs at the three general 
hospitals. Permission to undertake this research was obtained from the three directors 
of the respective hospitals. Informal permission from the heads of ED and directors of 
nursing at the hospitals was also obtained. The researcher coordinated and 
communicated with the ED heads and directors of nursing at the respective hospitals 
prior to the commencement of data generation. The nurse managers in the three EDs 
were the first people to be approached by the researcher in those ED settings.  
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Subsequently, the researcher requested permission to display posters in the ED settings 
that included an invitation to ED nurses to be part of this research. Interested potential 
participants were asked to contact the researcher by phone or to contact the nurse 
manager of the respective ED. All interested potential participants contacted the ED 
nurse manager and from here the  researcher obtained access to those nurses.  The 
researcher then approached those interested nurses to discuss the purpose of the 
research, the method of data generation, and the time commitment that would be 
required. The nurses were informed that they had the right to withdraw from the 
research at any time and all were assured of anonymity and confidentiality.  
At the completion of the initial information session, the nurses were asked whether 
they were still willing to participate in the research. Where a nurse agreed to proceed,  
a  mutual time for a one-on-one interview was organised.  A detailed written 
description of the research, along with a consent form, was provided to each participant 
prior to the interview process.  A participant was   required to provide written informed 
consent before commencement of an interview. 
Prior to the interviews, the researcher undertook contextual observation of the ED 
environment and observation of nurses providing emergency care services. The 
purpose was to create sensitising concepts or, in other words, to develop an analytical 
sensitivity that would inform the interviews. Written permission to undertake these 
periods of observation was obtained from the directors of the three hospitals and 
permission from the ED heads was also requested informally.  
4.2.3. Participants  
The process of initial sampling involved recruitment from among both male and 
female  nurses working in EDs, on the basis of their matching the following selection 
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criteria;1) nurses who had been working in EDs for a minimum of three years;  2) 
willing to share their experiences or information regarding their perceived roles as 
nurses in emergency care services; 3) willing to be observed in their own environment 
when providing emergency care services to the community; and 4) willing to provide 
consent to participate in audio recorded interviews lasting approximately 40–60 
minutes. Excluded from this research were nurses working in emergency care settings 
for fewer than three years and nurses with nursing educational qualifications at 
secondary school level. 
In this research setting, 46 participants were recruited from the selected EDs, a further 
three participants (DONs) were recruited from relevant hospitals; three   nurses leaders 
at the national level participated and two participants were recruited from higher 
degree nursing institutions.  A total sample of 51 participants was involved in this 
research which allowed for a full exploration of the phenomenon under research. 
4.2.4. Data generation   
The main source of data for this research was a series of participant interviews. Other 
forms of data were generated and analysed including: a) contextual observations in ED 
settings as one source of researcher memos; b) researcher memos and journals; and c) 
documents, including legal documents. 
4.3. Simultaneous data generation and analysis 
The process of simultaneous data generation and analysis conducted in this research is an 
essential feature of GT research. As  Glaser (2002b, p. 154) wrote:  
All is data… exactly what is going on in the research scene is the data, 
whatever the source, whether interview, observations, documents, in 
whatever combination. It is not only what is being told, how it is being 
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told and the conditions of it being told, but also all the data surrounding 
what is being told.  
 
In this research, data generation and analysis was undertaken simultaneously. In the 
following section, however, the research process is presented as linear for the purposes 
of clarity.  
The research process is illustrated below in Figure 4.2.  
Figure 4.2: The research process 
 
The process of data generation in this research was divided into two phases. The first 
phase of data generation involved contextual observation.  
4.4. First phase data generation   
4.4.1. Contextual observation  
As noted above, contextual observations were conducted in each ED as the initial step 
in the data gathering process. The intention was to gain a global understanding of the 
ED environment or the context of this research. Through observation, the researcher 
gained access to the participants’ world, the activities of the nurses and their location 
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in the real situation as a whole. Three key issues are considered to be important in 
observational research; the need to generate meaning from empirical data, the need to 
stay open to new data, and the need to connect to the facts found in the research setting 
(Silverman, 2004).  
The process of observation required the researcher to be ‘open to new data’ 
(Silverman, 2004, p. 11) in order to uncover the meanings of social facts and social 
processes, interactions and values as they manifest in the research setting. In 
accordance with Silverman’s work, the process of data observation was performed 
using minimum indicators while still taking account of what should be observed as 
dictated by the research questions.  
In order to achieve a reflective interpretation of the data, each part of the data collected 
was viewed and analysed within the context of the whole ED and beyond. This is in 
line with previous studies by Silverman (2004) and Patton (1990) regarding the 
importance of viewed and analysed data being aligned with the broader context. In this 
case, when interpreting observational data within the broader context of the ED, all 
activities of the nurses were viewed by the researcher as part of the whole ED 
environment and as part of nursing practice and the social context related to nursing in 
Indonesia. 
The ED environment observations of the activities of ED nurses were conducted over 
two sessions each of approximately three hours duration. This meant a total of six 
hours of observation for each ED. During the process of observation, information 
obtained was recorded in field notes or researcher memos. The example of researcher 
memos is depicted on the figure 4.3. 
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Figure 4.3: Example of researcher memo 
 
The objective of the observation was to view directly the actions of nurses in the ED 
setting and the environment of the ED and to feel and to listen to the unspoken 
meanings of participant activities and the atmosphere of the ED. This process of 
contextual observation sought to enhance the understanding of the interactions and 
social processes related to the nursing role in the ED environment. The process allowed 
exploration of the phenomenon as a whole. 
The contextual observations permitted the researcher to gain an understanding of the 
unspoken meanings of the individual, the social context, and the ED environment. 
Conceptual insights generated  from the observational data, or what  Glaser (1978) 
terms theoretical sensitivity, informed the framework for the participant interviews.  
4.4.2. The interview process 
The in-depth interview was selected  as the main data generation method in this 
research  because it enabled access to experiences, perspectives, feelings, thoughts and 
meanings that may not be readily observed (Patton, 1990; Silverman, 2004). 
Interviews allowed the researcher to explore participant values, beliefs, and ideologies 
(Mills et al., 2006). Additionally, interviews provided ‘a way of generating empirical 
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data about the social process related to the phenomenon under research through 
directed conversation between researcher and participants’ (Silverman, 2004, p. 140). 
The interview process was in keeping with the research objective to explore participant 
perspectives on the role of nursing in the provision of health services in ED settings in 
the Indonesian context. 
The interview process was applied as a means to produce knowledge. As Silverman 
(2004) suggests, intensive interviewing is a vehicle  for transferring knowledge which 
is actively constructed by the researcher and participants. As argued earlier, 
constructivist GT (Charmaz, 2006) recognises the interview  as  a process of mutual 
creation of knowledge by the interviewee and the interviewer through the co-
construction of  meaning that is shaped by cultural and social context.  
Each interview in this research commenced with open-ended questions that were non-
judgemental and also encouraged the expression of feelings, views, thoughts and 
actions (Charmaz, 2006). The interview process then proceeded to a more specific 
conversation to permit the exploration of in-depth information commencing with the 
following question: 
How do you work as a nurse in emergency care services; describe and 
define your role? 
The interview process took into account Charmaz’ (2006) argument that interviewing 
requires the researcher to be present with the participant, to listen with sensitivity, to 
encourage the participant to respond to the interviewer’s questions and to ensure that 
participants talk more about their views, thoughts, feelings, hopes and actions. 
Charmaz (2006, p. 26) stated that the intensive interview allows the interviewer to:  
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Go beneath the surface of the described experience (s)...; Request more 
detailed explanations; Ask about the participant’s thoughts, feelings, 
and actions; Keep the participants on subject; Come back to the earlier 
point; Restart the participant’s point to check for the accuracy;…; 
Validate the participant’s humanity, perspective or action; Use 
observational and social skill to further the discussion; Respect the 
participants and express appreciation for participating.  
 
During the interview process, an in-depth exploration of participant experience was 
conducted by asking participants for their views, thoughts and feelings in relation to 
their role and actions in providing health services in emergency settings. Further 
questions were posed for the purposes of clarifying participant responses, or based on 
what had been viewed during observation. Furthermore, focused questions sought to 
explore more deeply and in greater detail the significant issues expressed by 
participants. 
The researcher was aware of the importance of maintaining a sense of comfort during 
the interview process. The researcher found that only one participant indicated 
uncomfortable feelings and asked for more details about a significant issue. In this 
case, an opportunity for silence was provided to the participant, followed by a 
reassurance that all information provided would be kept confidential. This approach 
reassured the participant and the interview continued.  
The participant interviews procedures for this research are depicted on the figure 4.4.  
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Figure 4.4: Participant interviews 
 
 
In summary, the in-depth interview process adhered to the approach proposed by 
Charmaz (2006). The first in-depth interview was initiated with open-ended questions 
to explore thoughts, views, and significant actions. Participants were encouraged to 
reflect upon their experiences within a trusting environment. The process of participant 
interviews in this research comprised initial interviews and a second phase of 
interviews.   
4.4.2.1. The initial interview 
The initial interviews were conducted first in the ED of General Hospital A and then 
in the EDs of General Hospitals B and C. This initial interview phase involved 10 
participants. The duration of the interviews was on average 50–70 minutes. Interviews 
were conducted in a room in the respective EDs where both researcher and participant 
were able to engage openly in a private conversation. 
In the ED at General Hospital A, interviews with four participants were undertaken. 
The first was conducted immediately following open coding of the observational data 
generated in this ED. Significant issues arising from initial coding informed the 
interview questions. The interview was conducted in the Indonesian language and 
 Chapter 4: The Process of Inquiry and Concept Development 83 
audio-recorded. The first participant interview was transcribed and then initial (open) 
coding commenced. The transcript of the first interview and the results of coding were 
than translated into English for the purposes of supervision.  
The second interview was conducted following feedback from research supervisors 
regarding the first interview and the generation of initial codes. Significant analytical 
concepts generated from the first interview were further explored in the following 
interview process. This process of simultaneous data generation, interview and open 
coding was repeated for the second, third and fourth participants. The research then 
moved to the ED at General Hospital B and subsequently to the ED at General 
Hospital-C. 
The processes of initial data generation and analysis in the EDs at General Hospitals 
B and C were similar. The first interview in each ED was conducted immediately after 
open coding process on observational data collected in the ED had been completed. 
The fifth, sixth and seventh participant interviews were undertaken in the ED at 
General Hospital B. The duration of the interviews was between 60 and 70 minutes. 
In the ED at General Hospital C, the duration of the interviews  was between 50 and  
61 minutes  for the eighth, ninth and tenth participants. After completion of the 
interviews, the audio-recordings were transcribed and then analysed in the Indonesian 
language using initial coding.  
Data generated from the initial interview process provided some initial conceptual 
ideas around the phenomenon under research which was important for the ongoing 
collection of data. The coding outcomes were translated into English for the purpose 
of supervision of the coding procedure. Once the open coding analysis of the initial 
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research was undertaken, the significant identified codes provided a framework for the 
second phase of interviews with 25 participants. 
4.4.2.2. The second interview  
The second interviews involved 25 participants and were conducted sequentially in the 
EDs at General Hospital A with 11 participants, Hospital B with eight and Hospital C 
with six participants. As noted previously, significant issues produced in coding of the 
initial interviews shaped the formulation of questions for the second-round interviews. 
However, the researcher still “remained open” to all information provided by 
participants.  
The process of second phase interviews was similar to the interview process in the 
initial research phase. After the conduct of the first interview, transcribing procedures 
were completed and initial and focused coding was undertaken. A similar process was 
also implemented for the second to eleventh participants from the ED at General 
Hospital A; for participants 12–19 from the ED at General Hospital B; and for 
participants 20–25 from the ED at General Hospital C. The duration of one interview 
in the ED at General Hospital A extended to 55 minutes and the remainder averaged 
35–40 minutes. The duration of interviews conducted in the ED at General Hospital B 
was on average 35 minutes with the longest at around 50 minutes. In the ED at General 
Hospital C, the longest interview was around 50 minutes, with the average 
approximately 30 minutes. The process of simultaneous interviewing, “open coding” 
and “focused coding” characterised this research phase. The questioning process in 
this phase was more focused on initial analytical developments and as such the 
conversation process was more directed.  
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To conclude, observation procedures and interviews were the main methods of data 
generation in the first stage of this research and were informed by the research goal 
which was to provide a picture of nursing in the Indonesian context to explore 
thoughts, views, meanings, actions and social processes related to the participants 
within the research context. Such information was essential for constructing and 
reconstructing meaning to illuminate the phenomenon under research. In-depth 
interviewing as the main procedure for data generation was consistent with the 
objective of this research; to clarify the role of nurses working in emergency care 
settings in the Indonesian context.  
In summary, data generation in the first phase of this research involved 18 hours of 
observations in three EDs located at three general hospitals in West Java and 
interviews with 35 nurses working in the ED setting. The process of analysis in this 
research was conducted simultaneously with data generation. The coding procedures 
involved in this first phase of research were initial coding and focused coding 
(explained in greater detail below in section 4.7.2). 
4.5. The second phase of data generation: theoretical sampling 
Theoretical sampling underpinned a second phase of data generation which was 
conducted to fill information gaps from the early analysis phase.  The interviews in the 
theoretical sampling phase involved 16 participants in total. 
Theoretical sampling refers to the process of data generation guided by evolving theory 
(Strauss & Corbin, 1998a, 1998b). Theoretical sampling occurs where “the analyst 
jointly collects, codes, and analyses his data and decides what data to collect next and 
where to find them, in order to develop his theory as it emerges” (Glaser, 1978, p. 36) 
According to Glaser (1978), the strategy for data generation in theoretical sampling 
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includes staying open to both initial and focused coding and “constantly changing the 
interview style, place, and interviewees in order to keep following up new ideas; 
paying attention to recurrent patterns in participants information, and asking 
significant participants to provide more information regarding core categories” (p. 47). 
In theoretical sampling, the type of data and sampling required are determined by the 
ongoing process of theorising  (Lazenbatt & Elliott, 2005).  Most importantly, the 
purpose of theoretical sampling is to illuminate tentative and developing concepts in a 
research. 
In this research, theoretical sampling was conducted once focused codes or tentative 
concepts had been generated. At the same time, missing data and gaps in information 
associated with these tentative concepts were identified. The purpose of theoretical 
sampling was to clarify and to refine the emerging tentative concepts. Therefore, the 
process of data generation in this theoretical sampling was directed by the tentative 
concepts or focus codes.  
In the theoretical sampling process, second-phase data generation through interviews 
was conducted with three participants from the ED at General Hospital A, three from 
the ED at General Hospital B, and two participants from the ED at General Hospital 
C. Furthermore, this stage of the interview process also involved three DONs and five   
nurse leaders from INNA, a professional organization and from the Ministry of Health 
(MoH-RI). Two subsequent participants were nurse educators from the organisation 
of nursing institution education.  Simultaneous data generation and analysis of the 
interviews, as performed in the first phase of the research, were again implemented in 
the theoretical sampling phase.  
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Following this, all other data sources, including documents obtained in the theoretical 
sampling phase, were subjected to analysis using a combination of the constant 
comparative process, coding procedures and interpretation. In the analysis process at 
the level of theoretical sampling, the researcher interpreted new data and emerging 
concepts were compared and contrasted. The researcher simultaneously conducted the 
theoretical sampling process together with analytic memo-writing. Furthermore, the 
relationships between concepts and the research data were explored. During the 
process of concept development, the researcher conducted a reflective dialogue 
between herself and all data, entailing her interpretation of the data, to discover ideas 
and insights. The reflective process was also continued during the development of the 
core category.  
4.6. Other sources of data 
4.6.1. Documents 
The researcher collected and analysed documents and legal documents related to 
nursing in Indonesia. Such documents included the Indonesian Health Profile 2010 
(Ministry of Health of Indonesia, 2010b); and Guidelines for emergency care services 
in hospital EDs  (Director of Nursing, 2005). The legal documents used included: 
Ministry of Health Regulation No 1555/MENKES/SK/X/2005 regarding Diploma IV 
in Emergency Nursing (Ministry of Health of Indonesia, 2005); Ministry of Health 
Regulation No 1796/MENKES/Per/VIII/2011 regarding Registration of Health Care 
Workforce (Ministry of Health of Indonesia, 2011) ; Ministry of Health Regulation No 
1239/MENKES/SK/XI/2001 regarding Registration and Nursing Practice; and 
Ministry of Health Regulation No HK.02.02/MENKES/148/1/2010 regarding Nursing 
Practice (Ministry of Health of Indonesia, 2010c), as well as legal documents from the 
Ministry of Education  such as the Law of the Republic of Indonesia No 12 /2012, 
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regarding higher education , and the Law of the Republic of Indonesia No 12 /2003, 
regarding the national education system (Law of Republic of Indonesia, 2003). 
All documents were obtained from the Republic of Indonesia’s Ministry of Health and 
also obtained online through the websites of that country’s Ministry of Health and 
Ministry of Education. All relevant documents were retrieved and analysed to find 
significant statements or written language related to the focus of the research. 
4.6.2. Meetings 
In order to obtain a full picture of the role of nurses in emergency care services in 
Indonesia, the researcher organised meetings with ED peer groups in each ED. All ED 
nurses participating in peer groups provided their consent prior to participation.  The 
meetings allowed the researcher to obtain information or data which were not available 
through interviews and observations in the form of the inter-subjective experiences or 
shared experiences of ED nurses.  The data obtained was recorded as researcher 
memos. 
4.6.3. Researcher journal 
A journal was created to record the researcher’s daily activities, thoughts, ideas. 
Throughout the research process, the researcher maintained an account of daily 
activities, including perceptions, interpretations and understandings related to the 
phenomenon under research. Below is the example of researcher’s journal. 
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 Figure 4.5: Example of researcher’s journal 
 
The researcher journal recorded researcher reflections through a documentation 
experiences and thoughts related to the research process (Lamb, 2013). Keeping an 
observations and analytical journal in qualitative research is important, to make visible 
the research process as well as for the purpose of data analysis it in a writing up the 
research (Ortlipp, 2008). 
4.7. Analytical procedure   
4.7.1. Constant comparative method 
Constant comparison is the main analytical tool in GT. Glaser (2002b, p. 5) stated that 
the “constant comparative method enables the generation of theory through systematic 
explicit coding and analytic procedures”. The method of comparing and contrasting 
was employed during data gathering and during the analysis process in this research, 
to form categories, to discern conceptual similarities and differences, to refine 
categories and to discover patterns (Tesch, 1990). During the process of analysis, data 
were compared and contrasted with new data, a process that envisages “the cycle of 
comparison and reflection on old and new material” (Boeije, 2002, p. 393); that cycle 
is repeated until no new information emerges. As Charmaz (2006) noted, the process 
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of constant comparative analysis involves comparing different participants’ views and 
experiences, which are reflected in each participant’s language and actions. As well 
as, comparing situations and actions arising from observations; comparing data 
resulting from individual observations with other individual observations; comparing 
data with categories; and comparing categories with categories (Charmaz, 2006). The 
process of constant comparison, combined with coding procedures, was implemented 
in the analysis undertaken during this research, throughout the inquiry process.  
4.7.2. Initial coding or open coding procedure  
Coding is the first phase of the process of data analysis used in the GT method. In this 
research, the coding procedure followed the works of Glaser (1978, 2004) and 
Charmaz (2006). Coding refers to the process of categorising segments of data and 
naming these segments of data, to generate initial categories and discover relationships 
among these initial categories (Charmaz, 2006; Strauss & Corbin, 1998a). Codes arise 
from language, meanings and perspectives. 
Initial or open coding was the first step in the coding procedure and was conducted by 
the breaking down of data into analytic pieces, or a sentence, or an event that had 
meaning (Glaser, 1978). The purpose of initial coding was to generate set codes, 
categories and their properties required for the development of theory (Glaser, 1978). 
The code for the segment of data or unit of meaning was constructed by naming the 
segment of data, using significant words, or the precise words in the data. 
 In defining the code, the researcher reflected on what was happening in the data 
(Glaser, 1978). The process was achieved specifically by listening carefully to the 
recorded interview and or by examining the transcribed data prior to the conduct of the 
initial coding procedure. All data obtained from observations were typed into narrative 
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text. The narrative text was then examined thoroughly to understand the explicit and 
implicit meanings of the data, participants’ points of view, and significant issues, 
events, or situations that were embedded in the text. In this process, the researcher  
continually asked, “What is actually happening in the data?” (Glaser, 1978, p. 57) and 
what is the meaning of the data (Charmaz, 2003). The next questions developed by the 
researcher in this research  were: “What is the basic social process experienced by the 
participants in that period of time?”; “What is the basic problem that exists within that 
social process?” and, “What is the basic social structure that has influenced that social 
process?” (Glaser, 1978). 
During open coding, the researcher was engaged in the process of interpretation and 
sought to interpret the meaning of each segment of data. This process is important in 
attending to participant voices, participant points of view and interpretation (Strauss 
& Corbin, 1998a). These elements were then integrated with the researcher’s 
interpretation. This process was in accordance with the philosophical stance of this 
research which acknowledged the role of multiple perspectives and interpretations in 
the process of meaning production. Furthermore, the social contexts in which these 
phenomena were present were also considered in the process of interpretation, to refine 
the meaning construction of the data (Charmaz, 2002). In order to understand the 
interrelationship between the participant view and social context, the researcher posed 
questions of the data about what was the process experienced by participants in that 
context and in that period of time (Glaser, 1978), as well as how cultural, social, and 
historical factors had shaped an understanding of, or a meaning for, the phenomena 
under research. This was in line with the pragmatism and social constructionism on 
which this GT research was based.  
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The process of analytical data interpretation also involved constant comparison among 
the data obtained from observations, interviews and researcher memos. Constant 
comparison, or examination of similarities and differences across data, was undertaken 
to identify patterns of information and actions. The process of interpretation was 
further enhanced by theoretical sensitivity. 
Theoretical sensitivity in this research was achieved through the proximity of the 
researcher to the literature, the data and the methodology. It was also obtained through 
experience and reflection on the phenomenon under research, from multiple 
perspectives and through the utilisation of multiple sources of data. Glaser (1978) 
suggested that the development of theoretical sensitivity is related to literature, data 
and methodology. Charmaz (2006) indicated that theoretical sensitivity is achieved 
through reflection and re-thinking of the phenomena under research during the process 
of conceptual development. Theoretical sensitivity was also ensured by an exploration 
of possibilities through constant comparison; questions and dialogue in the process of 
data interpretation; and making connections between codes, data and experience in the 
analysis process. The researcher engaged with the literature related to the generated 
codes, to improve her knowledge of the data and thus of problems that existed within 
the data. Familiarity with the methodology was also the result of in-depth engagement 
with the relevant literature. The intention of this process was to increase the 
researcher’s understanding, as well as to improve her interpretation of what was 
happening in the data. 
Initial or open coding was conducted through analysing data, incident by incident or 
sentence by sentence. Each line of data was then named or coded. The process of 
coding, as stated above, was carried out until every sentence or event in the interview 
transcript was coded. Once the initial coding procedure was completed, sets of codes 
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were constructed. These provided insight into the type of data required from the next 
interview. The initial coding procedure was repeated for each of the nine interview 
transcripts. Upon the completion of the initial coding procedure of the 10th transcript, 
10 sets of coded data were generated.  
In summary, through the initial coding procedures, 1,316 codes were generated from 
the first 10 interview transcripts. The process of initial coding procedures involved 
interpretation of units of meaning, constant comparison, theoretical sensitivity, and 
memo writing. Initial coding procedures were undertaken to generate units of meaning 
or codes from the available data. Below is an example of initial coding.  
Figure 4.6: Example of initial coding procedure 
 
These initial codes were further developed at a more conceptual level through 
focused coding 
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4.7.3. The process of focused coding  
Following the generation of codes from the 10 initial interview transcripts, focused 
coding was initiated. Focused coding is more selective and conceptual (Glaser, 1978). 
This latter process involved the selection of the most significant codes or codes that 
made the most analytic sense (Charmaz, 2006). In focused coding, the most significant 
and frequent codes are selected and categorised, and then tested against all other data. 
Through focused coding, the researcher shifted the data from the empirical level to the 
conceptual level by the ‘fracturing of data into analytic pieces’ and then conceptually 
grouping them into codes that explained what was happening in the data (Glaser, 1978, 
p. 56). In this research, focused coding involved the grouping of significant sets of 
codes that explained similar or nearly similar concepts.  
In the process of generating focused codes, the researcher engaged in the activity of 
constant comparative analysis, interpretation through categorising of all codes, and the 
integration of conceptually similar codes. Transcripts from observational data, 
participant interviews and documents related to the significant codes were compared 
and scrutinised to find similarities and differences, and to identify variations between 
data. In short, the process of comparative analysis was undertaken between codes, 
between codes and all data, and between data and data, to construct the significant 
codes.  
To identify the most significant code, the researcher engaged in a process of 
interpretation, examining codes closely, and seeking codes that made the most 
analytical sense. In this case, the theoretical sensitivity of the researcher was applied 
in the interpretation process, to select the significant codes, which were then checked 
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against all data. A judgement was made on whether the codes were significant to the 
events, processes, concepts and situations, context presented in the data. 
Through focused coding, eight codes were generated from the 1,316 initial codes 
produced from the 10 interview transcripts.  Furthermore, data generated from the 
second round of interviews and other data were incorporated into the process of 
focused code development. Focused coding encompassed the procedures of comparing 
all codes and looking for similarities and dissimilarities; identifying variations across 
all codes; and implementing the process of theoretical sensitivity and interpretation to 
discover the most significant codes. Furthermore, the researcher engaged in the 
categorising of all codes that had similar concepts. Throughout this analytical process, 
memo writing was undertaken to record ideas, information, interrelations of data and 
concepts found in this coding procedure.  The eight focused codes identified in this 
research were:  
1. The arbitrary scope of practice 
2. If we know what to do 
3. It seems we can do anything, yet we have no authority  
4. We learn while we work  
5. Changing scope of practice 
6. Learning from past experience  
7. Fighting for recognition  
8. Informal process of learning. 
 
An example of focused coding can be seen in Figure 4.7.  
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Figure 4.7: Example of focused coding procedures 
 
Through focused coding procedure, more conceptual codes were developed by 
integrating concepts that spread across the data, and were then embedded within the 
focused codes. Focused codes, were further raised to higher levels of abstractions in 
the form of concepts or categories. 
4.7.4. The development of categories or concepts  
 A category in this research illustrates the conceptual elements which provide a 
theoretical explanation related to the phenomenon under investigation  (Glaser & 
Strauss, 1967).  A category  refers to  concepts (Glaser, 1992) that explain ideas, data, 
events and processes at the conceptual level (Charmaz, 2006) and which are 
interrelated and connected  that enables the construction of  an explanation of the 
phenomenon under research. In order to reveal concepts or categories, the analysis 
process was developed by treating focused codes as tentative concepts or categories. 
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The initial step was concept (categories) development, which was achieved by treating 
focused codes as tentative concepts or categories, as seen in Figure 4.8.  
Figure 4.8: Concept development process 1 
 The eight focused codes were transformed into eight tentative concepts 
 
The process of constant comparison was undertaken by comparing and contrasting 
these tentative concepts and data to find similarities and differences, in order to refine 
the emerging concepts. The tentative concepts were raised to a higher level of 
abstraction by being evaluated against all data and also all other tentative concepts.  
Furthermore, once the generated  concepts  were identified, the process of comparing 
and contrasting these across all the data was undertaken to examine whether the 
concepts or categories reflected general theoretical ideas across several codes. These 
generated elements were reviewed against their analytical power to explain the codes, 
ideas, processes, and events embedded in the data. The most analytically significant 
concepts were determined where they demonstrated abstract power, expressed a  
general meaning, and showed analytical direction (Charmaz, 2006).  In this research, 
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two concepts were generated from eight tentative concepts, as illustrated in figure 4.8. 
above and the emergent categories (or concepts) as  depicted  in figure 4.9. below.  
Figure 4.9: Concept development process 2 
The eight tentative concepts are integrated to two concepts 
 
The process of concept development involved comparing and contrasting the tentative 
concepts, and implementing theoretical sensitivity in the interpretation of all the data 
against the tentative concepts. This was then followed by examining whether the 
tentative concepts were derived from similar concepts, incorporating those similar 
concepts to reach a higher level of abstraction, and re-evaluating the emerging 
concepts in order to refine the concepts. 
Two concepts were produced from this research of the role of nurses who work in 
emergency care services in the Indonesian context. These concepts were: shifting 
boundaries and lacking authority. These two concepts provided analytical direction in 
the process of constructing the theoretical explanations surrounding the research focus. 
4.8. The development of a “core category”  
Core categories describe how the conceptual codes or categories may relate to each 
other (Glaser, 1978). A theoretical relationship linking the two concepts was depicted 
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in the core category.  Thus the core category provides an understanding of theoretical 
relationships among concepts. All concepts were integrated into the core category to 
generate the theoretical explanations related to the focus of the research: the role of 
nurses working in emergency care services in the Indonesian context. The core 
category was then identified as: Securing legitimate power. 
4.9. The role of supervisor  
Supervisors undertook partial data analysis at each analytical phase as the basis of an 
ongoing conversation with the researcher. Ultimately the researcher determined the 
nature of the categories and concepts constructed from the analysis. 
4.10. Other important concepts in the research approach 
The research methods employed as a framework for this research also incorporated the 
backward translation process, assessment of rigour of the GT research, ethical 
considerations and theoretical saturation. 
4.10.1. The notion of theoretical saturation 
In GT, data gathering is discontinued when “theoretical category saturation” is 
achieved. Theoretical saturation occurs when “categories are saturated, when 
gathering fresh data no longer sparks new theoretical insights, nor reveals new 
properties of these core theoretical categories” (Charmaz, 2006, p. 113). Glaser (2001, 
p. 191) stated that:  
Saturation is not seeing the same pattern over and over again. It is the 
conceptualization of comparisons of these incidents which yield different 
properties of the pattern, until no new properties of the pattern emerge. This 
yields the conceptual density that when integrated into hypotheses make up 
the body of the generated grounded theory with theoretical completeness.  
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Strauss and Corbin (1998a, p. 143) also pointed out that   theoretical saturation is the 
“point in category development at which no new properties, dimension, or relationship 
emerge during analyses”. However, theoretical saturation can be problematic, as it is 
difficult to demonstrate in the research process and there may also be never-ending 
information emerging from the investigation process. In this research, therefore, the 
data generation process was determined to have been sufficient when a certain level or 
degree of completeness had been achieved in the data obtained. This was judged in 
terms of the level required in order to facilitate the project’s need for a full exploration 
of the researched phenomenon.  
4.10.2. Undertaking a GT study: Indonesian – to  English  translation process 
The research involved the two languages of Indonesian and English. As has been 
explained the  research context was Indonesia and data was generated in the Indonesian 
language.  The translation process from Indonesian to English was critical to ensure  
cultural competence and that  the translated meanings  were relevant to  the Indonesian 
context. The  translation process can  have a significant impact on the quality of  
research (Maneesriwongul & Dixon, 2004) and therefore a rigorous approach was 
employed for this process.  
Initial coding was conducted in the Indonesian language which was appropriate 
because this analytical level required the research to label the segments of the data 
using words that reflected, as close as possible, the original data (Tarrozi, 2013).  This 
was necessary to ensure that both explicit and implicit meanings and  ideas and cultural 
expressions  were maintained in the translation process (Suh, Kagan and Strumpf, 
2009).   
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The analysis process for the next levels of coding, focused codes, conceptual codes 
(categories) and theoretical codes, was conducted in English. The focused codes 
involved shifting sets of codes to  a more conceptual level (Glaser, 1979). At this stage, 
the analytical process was conducted in English because ultimately the analytical 
findings would be presented in the English language.  The wording that reflected the 
more abstract focused, conceptual and theoretical constructions needed to be 
congruent with the subsequent explanations (Tarozzi, 2013). This also was of benefit 
to the research team because it enabled in-depth discussions around the final 
theoretical constructions. The process of translation considered cultural relevance, 
maintenance of meaning and equivalence. The backward translation process as 
reflected in  Brislin’s (1986) model of translation is  considered a reliable approach for 
developing an equivalent translation (Yu, Lee, & Woo, 2004) and was therefore used 
for this research. Brislin’s (1986) translation process involves four steps as outlined 
below, each applied in this Indonesia-based research: 
1. ‘Forward translation’: from Indonesian to English, by a bilingual health 
professional; 
2. Review of the English version by an English monolingual reviewer; 
3. ‘Backward translation’: from the English version back into Indonesian, by a 
bilingual health professional; and 
4. Comparison of the Indonesian transcript and the back-translated English 
version. 
 
The first step of the translation process commenced  with the translation into English 
of the Indonesian version of the transcript by a bilingual health professional who had 
completed her master’s degree in nursing in an English-speaking location (in 
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Australia). Her brief was to promote the equivalence of translation and to ensure 
appropriate meaning and language (Brislin, 1986).  
Secondly, the English version of the interview transcript was reviewed by an English 
monolingual reviewer, to identify any grammatical errors. Thirdly, the reviewed 
English version was then backward-or reverse-translated into Indonesian by another 
bilingual health professional who had a background in nursing. The aim of this step 
was to ensure that the meaning of the translated version was accurately captured in the 
backward-translated version (Brislin, 1986). 
Lastly, the researcher compared the backward-translated version of the Indonesian 
transcript with its original version, to check for linguistic congruence, cultural and 
meaning relevancy. If there were no significant errors found at this stage, the 
researcher might repeat the whole process from step one to four, to check if any error 
could be found in these steps.  Comparison of the backward-translated version with 
the original version was repeated, to achieve adequate equivalence between the 
backward-translated and the original versions. 
4.10.3. Criteria for assessing the rigour of the GT research 
4.10.3.1. Work, relevance and modifiability 
For the purposes of this research, the criteria for judging the quality of the grounded 
theory were drawn from the Glaser and Strauss (1967) concepts of  work, relevance 
and modifiability.  
“Work” refers to the belief that the generated  theory should provide explanations and 
interpretations of circumstances occurring in the area of the phenomenon under 
research (Lomborg & Kirkevold, 2003). “Workability” refers to the variety of potential 
situations to which the theory derived can be applied, toward enhancing the 
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understanding of the circumstances of the studied phenomenon. Workability in this 
research was maintained by implementing the GT method from Charmaz (2006, 2009) 
which is rooted in pragmatism and social constructionism. This methodological 
approach ensured that the theoretical explanation resulting from the research explained 
the phenomenon under research. 
“Relevance” refers to the degree to which the theory addresses issues of importance to 
the research in question. It is concerned with the relevance of the core category to the 
data, the other concepts and their properties (W. Hall & Callery, 2001). Relevance in 
this research has been achieved by establishing a research question that originated from 
a knowledge gap, revealed in the field of practice under scrutiny. Furthermore, 
relevance was secured by ensuring conformity between the research question, the 
research methodology, and the theoretical perspectives that provided guidance in the 
conduct of this research. 
“Modifiability” refers to the core category in terms of its relevance, its workability, 
and its propensity for qualification and modification, leading to the enhanced density 
that can accurately reflect the phenomenon under research (Glaser, 1978). The criteria 
for modifiability also refer to the flexibility of the research project’s theoretical 
framework to respond to changes when new data emerged (Lomborg & Kirkevold, 
2003). 
Modifiability in this research was assured through the accomplishment of relevance 
and workability, which together ensured that the theoretical explanations produced by 
this research accurately, depicted the phenomenon under research. The theoretical 
framework in this research was grounded in the GT method, through the process of 
coding procedure, constant comparison, and interpretations in the analysis process, and 
 104 Chapter 4: The Process of Inquiry and Concept Development 
theoretical sampling all of which provided flexibility in the conceptual development 
process. 
4.10.3.2. Relationality and reflexivity 
The process of achieving rigour for this GT research incorporated the notions of 
reflexivity and relationality in the research process where  reflexivity and relationality 
were also underpinned by pragmatism (W. Hall & Callery, 2001; Mills et al., 2006).  
Relationality refers to connectedness and reciprocity between the researcher and the 
research participants, with particular emphasis on power equity and on caring within 
the research process. Commitment to the participants, to the community and to the 
profession was deemed important (W. Hall & Callery, 2001; Lincoln, 1995). Lincoln 
(1995) suggested that relationality represents an emerging criterion for rigour that 
embraces commitment to community, new and emergent relationships with 
participants, and professional and political stances on the uses of inquiry.  
In order to achieve relationality, the researcher engaged in processes or strategies that 
helped the researcher and participants to achieve greater power-sharing equality 
throughout the construction of knowledge in the research process. During the research 
process, relationality was achieved through the mechanisms of scheduling interviews 
to be conducted based on participants’ scheduling preferences, the use of unstructured 
questioning and sharing understandings of key issues. Relationality was also obtained 
through the process of the researcher’s willingness to understand the participants’ 
responses and observations and ensuring transparency with regard to the effects of 
interactions between the researcher and participants on the development of meaning 
in the analysis process. This  accords with the work in this area by  W. Hall and Callery 
(2001) and  by Mills et al. (2006).  
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Reflexivity refers to “an awareness of the ways in which the researcher as an individual 
with a particular social identity and background has impacted on the research process” 
(C. Robson, 2002, p. 22). The conceptualisation of reflexivity involves making visible 
the researcher’s values, beliefs, knowledge and biases by “accounting for oneself in 
the research” (Cutcliffe, 2003, p. 137). The reflexive use of self in the process of 
developing the research enhances theoretical sensitivity (W. Hall & Callery, 2001). In 
this research, the researcher engaged in the process of critical self-reflection 
throughout the research process, including questioning, conducting interviews, 
observing participants, and analysing results (as indicated in Chapter1). 
The reflective process in constructivist GT was conducted  through  the use of 
reflective memo-ing and personal interrogation (Mills et al., 2006). Personal 
interrogation of self was achieved in this research by examining the researcher’s 
relationship to the area of interest in order to reveal the researcher’s underlying 
assumptions. Such assumptions were also made explicit by the researcher’s recording 
of her own thinking about the phenomenon under research in a journal. This was in 
line with what has been suggested by Strauss and Corbin (1998b) and by Mills et al. 
(2006).  In terms of reflective memo writing, during the research process, the 
researcher wrote down the questions, engaged in analysis, and also gained meaning 
and understanding of the time spent with the participants and the data. Through this 
process, the researcher realised the need to bring the participants’ voices to the analysis 
process and to make the researcher’s own influences transparent (Mills et al., 2006).  
4.10.4. Ethical considerations 
This research was undertaken in the emergency care settings of three general hospitals 
in West Java, Indonesia. Approval was obtained from the director of each general 
hospital. Approval was also obtained from the Hospital Ethics Committee in 
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Indonesia, prior to the commencement of this research. Finally, the approval of the 
Queensland University of Technology’s Human Research Ethics Committee (HREC) 
in Brisbane, was also secured (Reference No: 0900000945). Addressing actual and 
potential ethical issues was of central concern to this researcher. The ethical issues 
identified by the researcher in this research were: level of risk, informed consent, 
confidentiality, and storage of information. 
4.10.4.1. Level of risk 
The research was considered to be low risk. The participants in this research were 
competent and capable health care practitioners and administrators who were invited 
to discuss their perceptions and understandings of what constitutes the role of 
emergency nurses in Indonesia. The discussion was part of their everyday conversation 
and therefore did not pose any risk to the participants. The only foreseeable element 
of risk was in the potential feelings of discomfort among participating staff nurses 
when being observed in clinical practice. Therefore, the level of risk in undertaking 
interviews for this research was considered to be low. The collection of observational 
data for this research required the observation of people in public spaces. There was 
some possibility that this observation might cause participants /staff nurses to feel 
some level of discomfort, as the observation period covered the staff nurses’ daily 
clinical practice. In the event that participants expressed a sense of discomfort at being 
observed, the researcher ceased observation and arranged an appointment time with 
the participant as an opportunity to express his/her concerns. If the participant felt too 
uncomfortable to continue, observation would resume at a more suitable time. In this 
research, only one participant experienced discomfort or worried about the 
confidentiality of the information provided. But once the researcher reassured the 
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participant of the confidentiality and anonymity of the information provided, the 
participant asked the researcher to continue the interview process. 
4.10.4.2. Informed consent 
Written permission to undertake this research was obtained from the director of each 
of the three general hospitals. Permission was also received from the relevant directors 
of nursing and the heads of the EDs. Prior to data generation, the nurse managers in 
the EDs were approached by the researcher for permission to display a poster in the 
staff room, outlining the purpose of the research, with an invitation to staff nurses to 
be part of this research. 
Prior to conducting observations of nurse activities, limited disclosure of the research 
project’s aims was provided to the participants and participants’ consent was sought. 
The researcher provided further information to participants regarding the research, 
such as background for the research, its significance and the methodology to be 
employed, after their participation had ended. It was acknowledged that where general 
observations of behaviour were conducted in public spaces, fully informed consent for 
all the research locations could not be secured. Nonetheless, it was also recognised that 
in such situations, waiver of consent was appropriate  (National Health and medical 
Research Council (National Health and Medical Research Council, 2007), Australian 
Research Council (Australian Research Council, 2007); Australian Vice-Chancellors’ 
Committee (Australian Vice-Chancellors’ Committee, 2005). 
Prior to an interview, each participant was provided with both a verbal and a written 
description of the research. This included the purpose of the research, the process of 
information gathering, the time commitment required of the participants, assurances 
of anonymity, confidentiality and the participant’s right to make an independent 
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decision to withdraw from the research at any stage without prejudice. All participants 
provided their written informed consent prior to the commencement of interview.  
4.10.4.3. Anonymity 
The term anonymity refers to the non-identifiability of the participants in the research 
(Wallace, 1999). Anonymity of the participants was achieved by substituting 
pseudonyms for the participants’ names in both the translated and transcribed 
interviews, and in the observation texts. Participants' anonymity was protected by 
using a code for each participant, for tracking interview data.  
The researcher was the only person who had access to the original transcripts of 
interviews and observations. The translated transcripts were only accessible to the two 
supervisors, for the purposes of supervision and maintaining the quality of the analysis 
process.  
4.10.4.4. Storage of information 
All data were kept under locked conditions for the duration of the research, at the 
researcher’s university office conformed with the Australian Code for the Responsible 
Conduct of Research (Australian Research Council, 2007). 
Furthermore, the collected data are retained in the form of transcribed notes, researcher 
memos and coded format of data, and will be stored as hard copy and on CD-ROM 
and also on USB. Those data will be maintained under locked conditions at the secured  
environment, up to 12 months after the publication of this research (Australian 
Research Council, 2007). Data storage was managed in accordance with QUT policy 
and guidelines for the management of research data and  the principles of best practice 
and standards of good research data management in accordance with the Australian 
National Data Service /ANDS (Baker, J., & De Vine, 2015). The management of 
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research data was  a component of the University’s Research governance framework 
and  a part of the University’s commitment to the Australian Code for the Responsible 
Conduct of Research (Baker, J., & De Vine, 2015). The only persons who had access 
to the data were the researcher and her supervisors. After the nominated period of time, 
all the data will be destroyed in a secure, safe and responsible ways associated with 
sensitive information destruction.  
4.11. Summary 
The location for this research involved three EDs at three general hospitals. During 
this research project, 51 participants contributed providing rich data for a full 
exploration of the phenomenon under research. The process of simultaneous data 
generation and analysis in this research was conducted in two stages. The first stage 
involved contextual observation, followed by interview, which was sub-divided into 
an initial interview and a second-round interview. The second stage of data generation 
was conducted through theoretical sampling. Data obtained from participant 
interviews served as the main body of data, while other sources of data consisted of 
observations, documents, memos and the researcher’s journal.  
The analysis procedure was conducted through the process of constant comparison, 
coding procedures, interpretation, theoretical sensitivity and memo writing. The two 
concepts generated from the eight tentative concepts or focused codes were shifting 
boundaries and lacking authority. These concepts provided analytical direction in the 
process of constructing a theoretical explanation related to the research focus.  The 
interrelation of the two concepts created “the core category” for this research: Securing 
legitimate power. This core category provides understanding of the theoretical 
relationships among the two concepts and a theoretical explanation of the phenomenon 
under research. The following chapter addresses the first of the two key concepts: 
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shifting boundaries. This exploration begins the analytical theorising with a focus on 
the changing nature of ED nursing work and how these dimensions of this process 
reflect the positioning of nursing with the Indonesian health care system. 
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Chapter 5: Shifting Boundaries 
Introduction  
This chapter seeks to explain the social meaning of shifting boundaries in the context 
of nursing work in ED settings. Work boundaries are symbolic of professional 
knowledge and authority. It is asserted here that ED nursing work boundaries in the 
research context were shaped by factors both internal and external to nursing. ED 
nursing work was marked by an increasing demand for emergency care services as a 
result of social and political changes in Indonesian society.  It also combined with a 
shortage of medical and nursing staff in EDs and society’s rising expectations of 
quality of health services. This context has contributed to a shifting demarcation of 
nursing work in EDs. When one adds to the internal factors within the nursing sector, 
the absence of any legal structure that can validate the legitimate boundaries of ED 
nurses’ work, this portrays a blurred demarcation of nursing work.  
Drawing on the concept of “boundary-work” this chapter argues that, although vertical 
role substitution has resulted in an expansion of the ED nurse’s role in Indonesia, this 
has not been accompanied by the acquisition of formal authority or formal recognition 
for nursing. This situation, therefore, has simply sustained existing conditions where 
the advancement of ED nursing and associated skills and knowledge remained 
invisible. This chapter is explored through two constituent dimensions of shifting 
boundaries; blurred boundaries and expanding knowledge. These constituent parts of 
the whole existed as, at once, a contradiction and explanation of the positioning of ED 
nursing in Indonesia.  
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5.1. Shifting boundaries  
The concept of professional boundaries signifies authority and knowledge. In this 
research, the phenomenon of shifting boundaries explains the interrelationship 
between the ED nursing role and the wider social system within which nursing work 
has been situated. A feature of ED nursing in the research context was a transformation 
of the scope of practice. This phenomenon was indicative of the evolution of the ED 
nursing role at a time of a rapid growth in the number of ED patient presentation, 
increasing severity and complexity of patient cases and, significant economic and 
social change. This occurred, however, without the support of a recognised knowledge 
base and regulation of practice.  An exploration of the context of ED nursing work and 
the concept of work boundaries begins this chapter. This is depicted in figure 5.1.  
Figure 5.1: Shifting Boundaries 
 
5.2. The concept of work boundaries 
The concept of work boundaries is linked to professional knowledge, authority and 
power. Work boundaries are thus considered critical to professional autonomy. The 
concept was initially developed by Gieryn (1983) to describe problems associated with 
 Chapter 5: Shifting Boundaries 113 
the delineation or demarcation of what constitutes the fields of “science” and “non-
science”. It refers to the characteristics of values, knowledge fields, and parameters of 
work that distinguish social and discipline-specific boundaries.  
The related notion of boundary-work  can be viewed as a formal tool related to 
professional ideology which is used  to extend professional authority “into domains 
claimed by other professions” and is directed towards the monopolisation of authority 
and associated resources (Gieryn, 1983, p. 791). In the words of Gieryn (1983, p. 792);  
Boundary-work excludes rivals from within by defining them as 
outsiders…, and when the goal is protection of autonomy over 
professional activities, boundary-work exempts members from 
responsibility for consequences of their work by putting the blame on 
scapegoats from out-side.  
 
This means that the concept of boundary work is associated with monopolisation and 
protection of autonomy of a profession.  Furthermore, the concept refers to work 
demarcation in the field of practice based on differences in the fields of knowledge of 
the related professions (Fournier, 2000).  
Bourdieu extended the concept of boundary-work to articulate a link between work 
demarcation and the larger social system. Here Bourdieu (1991) argued that boundary-
work is closely associated with the creation of symbolic power that can control public 
perception. Boundary-work is also considered to be a dynamic factor in symbolic and 
social boundaries (Pachucki, Pendergrass, & Lamont, 2007). The research of Vallas 
(2001)  concluded that work boundaries in the form of formal scientific knowledge 
play a dominant role in the reproduction of workplace inequalities in the US. In this 
case, professionally educated workers are able to gain control over the analytic 
functions of their work and such conditions can generate or maintain workplace 
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inequality for other workers in that social system (Vallas, 2001). The juncture at which 
these varying views converge is around the point that boundaries create a difference 
or demarcation which allows for the creation of a perception that distinguishes one 
profession from another. It is possible to change these boundaries by reconstructing 
the differences and similarities of those professions involved. This means that, for the 
professional sphere, the concept of boundary-work is significant to the dimensions of 
professional knowledge, legal and social structures. 
In this research, the concept of shifting boundaries refers to those changes evident in 
the parameter of activities performed by nurses working in emergency settings in the 
Indonesian context. 
5.3. The context of ED nursing work  
What appeared to be the expansion of  nursing work boundaries in the ED setting is 
more aptly  referred to as the extension of the ED nursing role in that context.  As  
Nicholas Boreham, Fischer, and Samurcay (2013) argues, the difference between the 
two is considerable.  An extended scope of practice infers an addition to what already 
exists without any necessary structural change.  An expanded role refers to all 
dimensions of the work of nurses (in this case) and is associated with autonomous 
decision-making by nurses in defining boundaries around what work nurses can and 
cannot do (Nicholas Boreham et al., 2013).  It should be noted that nursing work in 
EDs is characterised by shifting practice boundaries on a daily basis. Nonetheless, in 
the research setting, the phenomenon of shifting work boundaries was perceived in 
terms of the extension of the ED nurses' clinical activities.  
In the research setting, the internal factors that shaped nursing work included the 
absence of any comprehensive nursing practice regulation and associated and 
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recognised body of nursing knowledge related to that context.  External factors were 
the increasing demand for ED care services, a shortage of ED medical and nursing 
staff, and the public’s rising expectations regarding the quality of health care services. 
All these factors have resulted in a shifting demarcation and for ED nurses manifested 
as the extension of the role.  The broadening  of the ED nursing role  has occurred 
globally as reported by Neades (1997), Hoskins (2011),  Hodge, Perry, Daly, Hagness, 
and Tracy (2011) and Niezen and Mathijssen (2014). What differs across contexts is 
how social – cultural and political factors constructed the extended nursing role.  
In Indonesia, EDs located at general hospitals have long been the health services of 
choice for those in the community experiencing severe health problems. As appears in 
the present research, the number of visits to EDs has risen and the cases presented are 
often severe.  Data on reasons for presentation to the top referral EDs, as noted in 
Chapter One, give some indication of the severity of patient conditions. It appears, 
therefore, that along with handling increased numbers of patients the complexity of 
ED nursing work has also intensified because of the high acuity of patient 
presentations.  This is reflected in the contextual observational data as recorded below:  
There were 4 patients in the triage area, one  with diarrhoea (18 years 
old).  His condition looked weak and an  IV line was attached. There 
were two patients who had suffered road traffic injuries. Another patient 
just arrived. He was 55 years old and a farmer. The patient's condition 
was poor. He was restless and agitated with a decreased of level of 
consciousness. His right palm was devastated because of a hand grenade 
explosion (ED, C 2009). 
The acuity was similarly emphasised by the following participant:     
The high percentage of severe cases such as respiratory failure, stroke, 
cardiac infarction, traffic accident victims who often come with 
fractures, or abdominal trauma, or head injuries often mean that 
patients attend ED in a pre-shock or unconscious state. This underlines 
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the fact that (senior) nurses must know how to manage patients with 
severe conditions (PR, 2009). 
 
The high volume and complexity of ED patient cases is indicative of the community’s 
increasing demand for emergency care services. This means that nurses who work in 
emergency services are engaged daily in complex nursing practice. 
In addition, broader government policy changes, such as the introduction of a new 
health insurance scheme in 2008, has exacerbated ED overcrowding in Indonesian 
hospitals. While a national health insurance scheme was viewed as progressive reform 
it was not accompanied by an increase in health resources. Combined with a shortage 
of medical and nursing staff in EDs, these conditions have been in large part the 
impetus for a rapid shift in the nature of nursing work in ED settings. As one ED nurse 
explained: 
The number of patients presenting to this ED has increased 
dramatically over the last five years since the government introduced 
Jamkesmas (the national government health insurance) for all patients 
unable to pay. The impact of the policy on EDs is stress on our capacity 
because we can’t refuse a patient (MN, 2009).  
 
The heavy workload and complexity of nursing work is also illustrated in a research 
participant comment below: 
The number of ED patients has increased dramatically since the 
government provided national health insurance for disadvantaged 
communities. Patient visits in this ED have reached 2,000 patients per 
month and 55 to 70 each shift, or around 160 to 260 a day, and the ED 
is often over stretched above capacity. This has occurred as ED policy 
does not allow us refusal to see a patient. The high numbers and 
diversity of patient cases and limited facilities have also put a lot of 
pressure on nurses’ daily practice (STJ, 2009). 
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Overcrowding of EDs in Indonesia is seen as a consequence of the implementation of 
the new health insurance policy, called Community Health Insurance 
[JAMKESMAS], which was perceived as an enlightened reform. The policy 
introduced important changes with the objective of improving health care services for 
disadvantaged people. These changes placed  emphasis on the improvement of the 
quality of health services, on transparency and accountability in the provision of 
programs, and on  mandating direct payments from the state treasury to health service 
providers (Ministry of Health of Indonesia, 2010a). Thus, in theory, the JAMKESMAS 
scheme was designed to enable hospitals to provide better health services to the 
community.  
The 2008 JAMKESMAS policy was subsequently  replaced by a  National Social 
Security System (Sistem Jaminan Sosial Nasional, [SJSN]) for all Indonesians, 
effective on January 1, 2014 and  based on Law No. 24/2011 regarding Social Security 
Administrators (Badan Penyelenggara Jaminan Sosial) or BPJS (Putri & Dewan 
Jaminan Sosial Nasional, 2014). The SJSN program projects that all Indonesian 
citizens will have health insurance by 2019 (Secretariat General of the Ministry of 
Health, 2015). The effect of the implementation of the SJSN has been to provide 
community access to health care services at general hospitals more widely. This has 
contributed to the increasing number of patients presenting to the EDs at general 
hospitals. 
Rapid growth in patient presentations to EDs, however, is not an experience confined 
to Indonesia and nor necessarily a recent phenomenon. In developed countries overall, 
patient presentations to EDs have increased over the last decades on average by 3% to 
7% per year; in Australia by an average of 6.9% in 2004/05–2006/07; in the UK by 
5.9% for 2002/03–2008/09; in Switzerland by 5.9% for 1996–1999; in Canada by 
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3.2% for 1993–1999, and in the US by 3.2% for 1996–2006 (Lowthian et al., 2010). 
Ageing populations, management of many conditions in the ED (Jayaprakash, 
O’Sullivan, Bey, Ahmed, & Lotfipour, 2009), increasing numbers of patients with  
mental health issues,  increased health awareness of the community, and improved 
accessibility to and the convenience of EDs are all factors attributed to  increased ED 
presentations  (Lowthian et al., 2010). Poor management of asthma has also led to 
frequent presentation of the patients and increasing ED visits (Al-Muhsen et al., 2015). 
Increasing patient visits to EDs and ED overcrowding hence are global trends 
(Jayaprakash et al., 2009).  
ED crowding is associated with poor quality of care, patient safety, equity and 
efficiency of ED (Bernstein et al., 2009) and is linked to the increased in mortality and 
morbidity of ED patients (E. J. Carter, Pouch, & Larson, 2014; Jo et al., 2012). As 
pointed out from a wide range of studies ED crowding is embedded in situations where 
the need for emergency care service sits above the capacity of ED, including ED staff 
resources. 
In Indonesia while government policy has enhanced access to hospital care, critical 
shortages of doctors and nurses have imposed pressures on the provision of care. 
National shortages of health care professionals have also contributed to changing 
nursing work boundaries in ED settings. A particular feature of this phenomenon is 
the limited numbers of ED doctors available. It is common practice for one or two 
medical doctors to be rostered on evening and night shifts together with five or six 
nurses on each shift (DRT, 2009). This shortage has manifested in EDs with nurse: 
patient ratios of one nurse to 14–17 patients in the observation room and another one 
nurse managing three or four severely ill patients at the triage and resuscitation rooms 
(MN, 2009).  
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More broadly, the proportion of doctors, nurses and midwives available in Indonesia 
increased by 2011 from 0.95 to 1.19  per 1,000 population and  to 2.25 per 1,000 
population by 2013 (Ministry of Health of Indonesia, 2013). These data indicate that 
the proportion of doctors and nurses per capita population in Indonesia falls well below 
the critical shortage threshold as defined by WHO, namely 2.8 doctors, nurses and 
midwives per 1,000 population (Kanchanachitra et al., 2011). The shortfall in the 
health care workforce is partially related to the numbers of graduating doctors and 
nurses each year. In 2008, 5,500 doctors and 34, 000 nurses completed professional 
training. If all were employed, this would mean two doctors per 100,000 population 
and 15 nurses per 100,000 population. However,  due to government budgetary 
constraints,  only half the  nurses who graduated during that period were employed  
(Kanchanachitra et al., 2011). Hence, the shortage of medical doctors and nurses in 
Indonesian EDs is, in turn, a reflection of a shortage of health care resources at the 
national level. For ED nurses, this has increased the pressure on nursing work.  
As suggested above, community expectations of health care services are also on the 
rise. This is related to economic growth and the concomitant expansion of the middle 
class in Indonesia. The term “middle class” is commonly used to identify a group of 
people who have access to education and wealth and as a result have comparatively 
better incomes either as professionals or entrepreneurs (Dick, 1985). The rise of 
middle-class society in Indonesia can be traced to the “New Order” ushered in during 
the Suharto government era of 1967-1998 which gave priority to the development of 
state-led industrialisation  in Indonesia (Dick, 1985). The subsequent growth in the 
numbers of the middle class in Indonesia also strengthened the Indonesian education 
system and saw a structural change in occupations that were categorised as professions 
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(Ansori, 2009).  These changes have shaped the public’s rising expectations regarding 
the quality of health care services in Indonesia.  
Such social change has been accompanied by rising numbers of urban centres in 
Indonesia which has impacted on intercity traffic and also on economic growth in 
Indonesian society. It has further driven a change in life style and increased 
consumerism (Ansori, 2009). In Indonesia, cerebrovascular diseases, road injuries, and 
cardiovascular diseases and diabetes are  listed in the top 10 causes of death across all 
age groups (Institute for Health Metrics and Evaluation, 2013). Urban living and rising 
consumerism have increased the link of common people to the prevalence of diabetes 
and cardiovascular diseases also have resulted in an exponential growth in  road traffic 
injuries (WHO, 2007).  Indeed, in  low to middle income countries, of which  Indonesia 
is  one, road traffic injury is extremely high and one  of the  ten leading causes of death 
globally (Krug & Peden, 2000; Krug, Sharma, & Lozano, 2000).  
Economic globalisation has brought greater emphasis worldwide to the importance of 
quality health care service provision in all countries.  These issues have prompted 
Indonesian hospitals to give more consideration to the provision of health services that 
conform with standardised quality measures (Subanegara, 2010). The issues 
mentioned above have highlighted the significance of the provision of standardised 
emergency services, including nursing practice, to the public. Yet, there was no 
standardisation of nursing practice in particular areas such as emergency nursing, in 
Indonesian context. 
The absence of a legal framework for nursing practice, in turn, meant the non-existence 
of legally-defined boundaries for nursing work. This was both a symptom of and 
reinforced the relative powerlessness of nurses to negotiate work boundaries. Hence, 
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nursing work was extended due to increased workloads, the growing complexity of 
ED work and shortages within the ED health care workforce. These circumstances 
combined gave rise to the blurring of boundaries of health care work in the research 
ED setting. 
5.4. Blurred boundaries  
The nurse participants perceived the boundaries of their work in ED daily practice to 
be blurred. This phenomenon was explained in terms of an expansion of clinical 
activities in two key areas; administrative tasks and the recognition of a critical point 
requiring delivery of emergency care:  
The role of nurses in the ED is as we have seen…nurses are engaged in 
almost every activity in EDs. Work extends from writing reports, to 
administrative work, to medical interventions such as suturing and 
undertaking DC [direct current] shock for critical patients (MN, 2009).  
 
As such, practices generally recognised as medical work had become a feature of ED 
nurses’ daily practice. Despite the expansion of scope of practice, however, the 
perception of nursing as women’s work meant that administration and receptionist 
work was appropriately the responsibility of nurses.  
In Indonesia and   many other countries it is still assumed, in general, that the scope of 
nursing work equates with women’s work and thus it is appropriate that nurses take 
responsibility for domestic work. This social perception is embedded in the history of 
nursing and in the history of Indonesia.  In the context of this research, nurses 
perceived the core of their work to be the provision of direct emergency care to the 
patient. It is this form of care that constituted the professional knowledge of nurses. 
Any increase in administrative or domestic work responsibilities was therefore seen as 
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external to, and a disruption of, the central role of ED nurses. As one research 
participant noted:  
Since daily practice in the ED is so busy because of the number of 
patients attending and the complexity of cases, if too many people are 
asking too many questions, it may disrupt nurses when providing 
emergency services to the patients. We expect more focus on treating 
patients. Providing expert care is our priority (MNS, 2009). 
 
A profession is understood to be a knowledge-based occupation where the form of 
knowledge and professional values provide the foundation elements for professional 
practice (Allsop & Saks, 2002). In the research setting and in the absence of legally 
defined work boundaries informal structures emerged. These manifested as protocols 
and standard operating procedures (SOPs) that were created by medical specialists and 
were related to emergency care treatments and interventions. There was an unwritten 
rule, for example, that experienced nurses could and would undertake advanced 
emergency care and intervention. Thus communication between nurses and ED 
doctors over the informal delegation of extended practice was an unauthorised rule. 
Nurses perceived these informal rules as a means of ensuring the provision of safe and 
prompt care even where their work boundaries were legally unsupported. One research 
participant explained: 
A standard procedure for treating AMI [acute myocardial infarction] 
patients has been formulated. If an AMI patient arrests, only trained 
nurses or senior nurses are allowed to defibrillate as indicated by the 
doctor. In relation to the standard procedure of VT [Ventricular 
tachycardia], if VT persists DC shock, as indicated by the doctor, must 
be performed by the nurse and there is no need to wait for the doctor to 
come (AD, 2009). 
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As such, the lack of sanctioned policy for nurses to undertake an expanded role had 
given rise to the development of informal rules that were local and temporary in nature. 
The absence of any formally declared or legislated emergency nursing practice 
standards had brought about a nursing role shaped by the interests and requirements 
of this specific hospital’s management.  Hence the blurring of nursing work boundaries 
in the ED setting was related to the expansion of nursing work as the product of a 
complex mix of external factors, such as noted above, and not of   processes of 
negotiation 
A blurring of work boundaries between health professionals is considered inevitable 
(Allen & Lyne, 1997; Nancarrow & Borthwick, 2005). Nurses invariably are required 
to undertake work activities that fall within  the domain of medical staff in order to 
maintain continuity of patient care and treatment (Allen & Lyne, 1997).    Yet, as   Nick 
Boreham, Coull, Murray, Turner-Halliday, and Watterson (2013) argue in relation to 
the UK, even where a rigid demarcation between nursing  and medicine appears to 
have been reduced, this does not necessarily equate with greater integration of the two 
professions. On the contrary, in the UK, the driver of change has been a shortage of 
medical human resources (Nick Boreham et al., 2013). This situation resonates with 
the current research where a shortage of doctors led to an increase in the delegation of 
medical work to nurses while doctors retained control of that work.  
As discussed above, expanded nursing work boundaries are not only related to legal 
issues, but also to professional knowledge and professional authority. In other words, 
an expanded ED nursing role should indicate a need for advanced education.  
However, the observations undertaken in this research, in the year 2009, demonstrated 
that nursing practice in the Indonesian emergency setting was largely undertaken by 
nurses with a college level of education as the following researcher memo indicates: 
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The number of patients presenting in a typical ED ranged from 160 to 
260 each day. The total number of nursing staff in the ED was 50 
nurses. In terms of education, very few of the ED participants held 
nursing degrees. The majority of nurses (48 nurses or 96 %) had been 
educated to the college level and only two of those nurses were 
university graduates (SV, 2009). Furthermore, the number of nurses per 
shift was around eight to 10, with two medical doctors also working on 
each shift (SV, 2009).  
 
It has been the case, internationally, that the impetus for nurses’ role expansion in 
emergency settings has been a growing demand for health care services, a shortage of 
doctors and nursing staff, and increasing government pressure to reduce waiting times 
and patients’ length of stay in the ED (Hodge et al., 2011). Such circumstances have 
also manifested in Indonesia and combined with local educational, political and socio-
cultural factors, have created a contextually complex situation for ED nurses. Nurses 
engaged with their extended rather than expanded roles and without any authority over 
that work.    
Integral to the phenomenon of blurred boundaries is the process of role substitution. 
In other words, the appearance  of role substitution  is a  sign that new roles have 
started to develop that will lead to the formation of an expanded scope of practice 
(Hoskins, 2011). As noted below, where nursing work had extended, nurses redefined 
their work boundaries and consequently the boundaries of medical practice in general:  
…Interventions in the ED are mostly conducted by nurses. Either 
nursing interventions or delegated interventions including DC shock, 
and wound suturing. Mostly, ED doctors focus on providing medical 
therapy to other patients in this ED (OMN, 2009)  
 
Task and role substitution within the ED nursing sector implied a need for professional 
development to endow the ED nurse with  new knowledge that would  ensure that  the 
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nurse had the capacity  to meet  the challenges of an  expanded nursing role (Hoskins, 
2011). There is thus an implied expectation that ED nurses should expect and have the 
ability to perform in an ED setting that is marked by activity across traditional work 
boundaries.  
The expansion of nursing roles in ED settings was the focus of  the  Norris and Melby 
(2006) research. These authors  suggested that the expanded ED nursing role  has 
created a need for nurses with an advanced level of knowledge to  support their practice 
at, what is known in some developed countries (such as Australia) as, the ‘acute care 
nurse practitioner’ (ACNP) level. Yet, the further blurring of work boundaries between 
doctors and nurses resulted in (greater) inter-professional conflict grounded in 
professional autonomy issues. Doctors are reluctant to allow nurses to practice certain 
additional advanced skills.  As Tye and Ross (2000) argued,  the shifting boundaries 
of the ENP role are positioning  ENPs  as medical doctor substitutes which has led to 
uncertainty about the ENP role, raised issues regarding the medico-legal implications 
of the expanded work, and produced variations in practice standards due to the absence 
of any standardisation of educational requirements for the ENP role.   
Role substitution is related to the expansion of professional work boundaries that 
occurs when taking on the work that is traditionally performed by others (Nancarrow 
and Borthwick (2005). In this research health care context, the concepts of role 
substitution and changing work boundaries suggested a changing health care 
workforce demarcation that allowed movement of the workforce in four directions. 
These directions, as reflected in the work of  Nancarrow and Borthwick (2005), were 
diversification or specialisation that involves expansion of work boundaries within a 
single profession, or intra-disciplinary change; vertical and horizontal role substitution 
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that relates to the expansion of work boundaries outside the traditional boundaries of 
the profession, or  intra-disciplinary change.  
Horizontal role substitution occurs where health providers from different disciplinary 
backgrounds, but with similar levels of education and expertise, undertake a role that 
is normally conducted by a particular profession. Vertical substitution involves the 
delegation of a task across professional boundaries, where the levels of training or 
expertise (and generally, power and autonomy as well) are not equivalent between 
workers (Nancarrow, 2004). Hence, informal delegation on the part of a doctor has 
been the traditional mode of role extension and this is understood to represent vertical 
role substitution. The extension of work boundaries to accommodate doctor-delegation 
practices has not, however, been accompanied by formal recognition for the nurse in 
a new role. Indeed, as  Mazhindu and Brownsell (2003) point out, nurses who 
undertake the extended  role of prescribing medication do not earn the same status or 
financial rewards as doctors, even though they may have increased standing within 
their own professional peer group because this extended  activity  is socially 
recognised as medical work. 
The process of vertical role substitution is relevant to the Indonesian ED setting under 
scrutiny in this research, since the ED nursing role in this context involves the informal 
delegation of work across professional boundaries and between individuals with 
unequal levels of formal education and authority. In this case, the more dominant 
profession controls the process of change occurring in work boundaries during 
everyday practice. One research participant pointed out that in the situation where 
doctors are plentiful, advanced intervention in that ED will be performed by medical 
staff only:  
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Because there are many residents available in this ED, so the 
procedures such as advanced life-saving interventions (DC shock, 
intubation) are only conducted by doctors (NN, 2009).  
 
However, as pointed out above, doctors are not always available in Indonesian EDs, 
or there are very few compared to the number of patients. Some are also new and less 
familiar with the procedures in the ED. In such circumstances senior nurses will 
substitute for the doctor even if they are still considered to fall under the authority of 
those doctors: 
So, if the doctor is not available, the doctor in triage will delegate that 
intervention to senior nurses. Or if the doctor is new to the ED and 
not familiar with the advanced interventions, he/she will delegate the 
intervention to nurses (TN, 2009). 
 
The phenomenon noted above points to differing expectations of the nurse’s role; 
expectations that are determined by context. The process of vertical role substitution 
in the ED setting is generally controlled by the more powerful profession. Leach 
(2011) asserted that role substitution strategies, employed to address health care 
workforce shortages, also provide challenges and opportunities for other health care 
workers to achieve specialisation status that might improve patient outcomes. This in 
turn increases their own job satisfaction and leads to improved retention of the health 
workforce.  Yet, as Freidson (1970) has pointed out,  the more dominant profession 
controls the process of role substitution in terms of its own work and the content of the 
work, other health occupations, clients, and the terms and conditions of the work.  
Power inequities are central to this process. In the research ED setting, the more 
permeable work boundaries in nursing reinforced the subordination of nursing in the 
clinical setting.  
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5.4.1. Changing scope of practice 
In this research, an implicit (and at times explicit) expectation was that nurses would 
be prepared for a changing role by learning through experience or “on the job”. Lack 
of education and training support was a reality because legally and socially any 
expansion of the nursing role was defined in terms of medical work. For the ED nurses, 
this work signified “an extension of work activity” without any legal definition of the 
role, as the following research participant explains: 
What we do in the ED is mostly emergency health care…intervention 
that should be conducted by medical doctors.…If we examine the legal 
aspects of what we do; definitely it is medical practice or a 
collaborative procedure. In this ED we don’t have written delegation 
from medical doctors regarding such interventions…Most delegation is 
communicated verbally (AD 2009). 
 
Kuhlmann’s (2006) argument is that in the struggle for improved status, female-
dominated professions historically have abstained from tactics that involve 
campaigning for legislative reform. Female-gendered tactics directed towards 
professionalisation tend to deploy individual negotiations of work conditions rather 
than promotion of collective boundary-work. In other words, female professions tend 
to aim for the short-circuiting of conflict rather than campaign for formally legislated 
rights and statutory frameworks or self-regulation (Kuhlmann, 2006b). The lack of 
self-regulation for nursing in Indonesia saw the extension of professionally 
unauthorised nursing work practiced daily in EDs.  While nurses were undertaking 
medical interventions for ED patients this was condoned by the Indonesian Medical 
Practice Act, as is clear from the extract cited below: 
The doctor has the authority in accordance with their education and 
competence which consists of: ... d. establish the diagnosis; e. 
determine the management and treatment of patients; f. conduct 
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medical intervention…("Undang-Undang Praktik Kedokteran [Medial 
Practice Act]," 2004).  
 
This Act (Undang Undang Praktik Kedokteran, 2004) declares that medical 
interventions are within the authority of the doctor.  Thus it is assumed that the 
extended practices of ED nurses will fall within the definition of medical work. As 
such the medical sector retains control over the work in the clinical setting based on 
the existing legal framework. Furthermore, the demarcation of the work of doctors and 
nurses in the ED setting is obscure: 
In providing emergency care service, we can’t definitely determine that 
this is nursing work and that is doctor’s work (OMN, 2009). 
 
As one of the front-line health care providers in emergency care services, the ED nurse 
is expected to be able to manage the patients who often arrive in the ED with very 
severe or acute levels of sickness or injury, as can be seen in the research participant’s 
statement below: 
I have learned life-saving procedures in this ED as it is my duty to do 
such interventions for patients who are in a critical condition due to 
illness or accident. Although we realise what we do in our daily 
practice, the legality is often unclear (EC, 2009). 
 
In the Indonesian context, the phenomenon of blurred boundaries around nursing work 
is poorly articulated and understood.  The flexibility and unpredictability of ED 
nursing work therefore was accompanied by a requirement for higher education to 
support the emergent ED nursing role.  For nursing, an advanced level of knowledge 
is considered a source of authority and power for a  more complex level of practice 
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(Donnelly, 2006). The absence of formal knowledge and political support created a 
situation where the need for nurses with advanced knowledge and skills was hidden.  
At the micro level, the shifts in the scope of nursing work were a product of an 
insufficient legal framework for nursing practice, a problem that stems from the 
absence of a comprehensive nursing practice regulatory system. Up until the end of 
2014, nursing practice in Indonesia was overseen by the Ministry of Health Regulation 
No 1239/ 2001 (Ministry of Health of Indonesia, 2001) and the more recent regulation 
No 148/2010 (Ministry of Health of Indonesia, 2010c). Both regulations focus only on 
the broad standards of general practice nursing and on administrative issues related to 
entry into nursing practice in Indonesia. These nursing regulations are not 
accompanied by nursing-specific laws, or overseen by a nursing regulatory body. 
Furthermore, the regulations already in place raise some interesting contradictions that 
reflect the unregulated nature of nursing work as can be seen from the two extracts 
from the Ministry of Health regulation No 02.02/MENKES/148/ 2010, cited below: 
Nurses conducting nursing practice must do so in accordance with the 
nurse’s authority. (Article 9) 
And:   
In an emergency situation, in order to save a patient’s life and where 
there are no doctors on-site, nurses can perform medical interventions 
outside of their authority. (Article 10) 
 
The flexibility evident in the above clauses points to the necessity for nurses to practice 
in accordance with an authority that is non-existent. This then allows for the terms of 
Article 10 to also in effect, endorse the non-existence of regulation of nursing work. 
In an emergency situation and where doctors were not available on-site, nurses 
performed interventions that sat outside of their realm of authority. The existence of 
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these two articles points to the absence of clear rules to guide nursing practice in 
Indonesia and for nurses who work in emergency settings. This issue has resulted in 
an obscured understanding of the boundaries of nursing work in emergency settings. 
The evidence can be seen in the statement of one research participant below: 
The rules (current nursing regulation) cannot be implemented in real 
practice in the ED. This means also that there is an absence of clear 
rules to provide guidance in daily practice in emergency care services. 
This leads to confusion in our daily practice. This of course cannot be 
tolerated, because it does not support a good environment for the 
provision of safe and quality emergency care services to the community 
(STJ, 2009). 
A further participant emphasised the need for regulation:  
As we are unclear about what authority the nurse has we therefore have 
no clear legal basis. ... However, if the authority and scope of practice 
is clear, we feel safe and don’t feel worried about the legal reference 
for what we do (OMN, 2009). 
  
Professional fields of practice are declared and defined officially through professional 
regulation and through the setting of recognised standards and guidelines for 
professional practice. All these elements are important if formal recognition is to be 
secured in  nursing (K. Robson, Willmott, Cooper, & Puxty, 1994). For Indonesian 
ED nurses, the existence of a legal frame of reference is critical in terms of making a 
formal statement to other health professionals and to society in general regarding 
standards of professional practice for nursing work.  
As it stands, inadequately standardised emergency nursing practice and the lack of 
formal recognition for expanded nursing practice have engendered uncertainty as the 
following participant indicates:  
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Nurses perform nearly all life-saving interventions, even though the 
authority for such action is still unclear, and this worries me. The 
advantage of conducting such life-saving actions without clear 
authority for nurses is not much. But the disadvantage of such action is 
likely to exceed the advantages. We want to feel safe and stress-free 
when we work (OMN, 2009). 
 
The above findings suggest that, in the ED setting, there is demand for a health care 
workforce that is able to work in the context of changed traditional boundaries for 
nursing work in order to meet the needs of the community and the needs of the 
organisation.  
Recently, in the US, the “Consensus Model for APRN Regulation” was the selected  
tool for unifying the regulation of advanced nursing practice (Rounds, Zych, & 
Mallary, 2013). As has been seen in that country, the advanced practice registered 
nurse (APRN) regulation scheme involves licensing, certification, accreditation, and 
mandatory educational standards (National Council of State Boards of Nursing, 2008). 
Within the licensing process, the nursing board provides final verification that the 
accredited educational program has prepared the nurse for practice competency and 
that the nurse has obtained national certification by displaying core competencies in 
accordance with his/her educational preparation (Rounds et al., 2013). This 
standardisation process administered under the APRN regulation has led to 
standardised nursing competencies and to the APRN title itself where the 
standardisation and regulation framework reduces confusion and provides clear 
information to the public, policy-makers and health professionals regarding the 
relevant issues (Rounds et al., 2013). One research participant identified the problem 
thus: 
 Chapter 5: Shifting Boundaries 133 
I think we perform our role with unclear authority and scope of 
practice; it is conflicting for me. Yet it seems that we are likely to have 
to solve the problem (EC, 2009). 
 
The conduct of expanded work highlights the importance of policy support and clear 
regulation both at the organisational (mezzo) and national (macro) levels. The 
extended role of Indonesian ED nurses has not been addressed publicly and therefore 
is poorly understood. This situation has resulted in nurses at the forefront of the 
emergency care services being obliged to tolerate these conditions and assume 
responsibility for sustaining a quality of health care.   
Shifting boundaries meant a lack of clarity about the roles and responsibilities of 
nurses when conducting their work in the ED. We can see this in the language used by 
a participant: 
In this case we realise that many of the interventions in EDs are related 
to life- saving interventions. The problem is that the role of nurses is 
unclear, but so far, most interventions in EDs are conducted by nurses, 
including life-saving measures. … Which tasks should be conducted by 
nurses and which by doctors becomes unclear; the recognition of what 
has been done by nurses is not clear as well. …then the majority of the 
financial rewards resulting from that procedure are also allocated … 
not for nurses (OMN, 2009). 
 
The concept of role clarity, or  lack thereof, refers to the presence or absence of 
appropriate and adequate information related to the conduct of a particular role  
(Lyons, 1971). Lack of role clarity in nursing work has historically led to confusion 
around  nursing work priorities and the expectations of the nurse (Boström, Hörnsten, 
Lundman, Stenlund, & Isaksson, 2013). The disparity in educational levels between 
nurses and doctors has been a feature of the Indonesian health care setting for a long 
period and has resulted in nurses being situated in less powerful work roles. In this 
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sense, changes to professional work boundaries are closely related to professional 
regulation systems and the availability of legally legitimised or standardised 
parameters for nursing practice.  
A mismatch occurs where there is no clarity about whom, with what 
education and what competencies, gets how big a responsibility and 
gets how much reward as a compensation for their role in daily 
practice. From the beginning there has been no clarity in it. When a 
graduate nurse with a BSN [Bachelor of Science in Nursing] degree, 
then a nurse with Diploma III and nursing aid qualifications, all enter 
the clinical practice setting, they do the same work without any 
explanation, or any clear regulation regarding levelling in the nurses’ 
work (AH, 2010)  
 
It can be said that knowledge is emblematic of the resources that can be used to obtain 
a privileged position in the social order (Vallas, 2001). Lamont and Molnár (2002), on 
the other hand, suggested that professional knowledge is a key mechanism for the 
production or expansion of professional work boundaries, although the results of a 
claim of expanded work are shaped by context which  implies the importance of 
considering the interface between relevant professional groups. Thus for the nursing 
profession, formal knowledge is a key resource that has the power to link the 
profession to formal recognition and authority for the expanded nursing role.  
Furthermore, changes in professional work boundaries are a signal to reconstruct 
professional nursing knowledge to cover expanded work. Nurses in EDs construct 
their professional practice and prioritise their work activities in the ED setting based 
on the existing levels of knowledge and values within the nursing profession. One 
research participant argued that the requisite knowledge and skills at the advanced 
level were essential to the practice of ED nurses: 
Nurses who are at the forefront in the emergency services should be 
able to provide emergency care services as needed by the community. 
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Therefore, the nurse at the ED must have knowledge, abilities and skills 
at an advanced level because nurses often take care of patient cases 
with high complexity in their everyday practice (AV, 2010). 
 
Experts can assume  authority if they can convince the public that they have  special 
skills and  can convince the public of  the potential usefulness of those skills  (Reed, 
1996). Fournier (2000, p. 76) indicated that professional knowledge comprises the 
field of knowledge and is “malleable and expandable” and has the potential to be 
reconstituted to allow for broader expertise as a response to the demands of the 
community. In the contemporary context, where health care services are seen as 
centred on the needs of patients and society, the nursing profession is required to 
respond to the demands of society.  As one participant explained:  
The nurse who works in emergency settings should have knowledge and 
skills at the advanced level in accordance with the characteristics of 
ED care services… In performing interventions to ED patients, nurses 
are often in positions at the frontline in the provision of emergency care 
services and are often required to act promptly and appropriately in 
order to prevent the patient’s condition from getting worse (AV, 2010).  
 
In this sense, social demands  and organisational needs act as  factors external  to 
nursing that have shaped the flexibility of nursing  work. At the same time, however, 
those social and organisational imperatives have ensured that the status quo of the 
hierarchy has remained in place.    
The current development of the APN role in EDs is arguably a response to a need for 
more coherent and standardised educational preparation. The research conducted by 
McConnell et al. (2013) has found less standardisation on educational preparation with 
education of APN ranging from in-house training to post graduate degrees from the 
UK perspective.  Previous studies have suggested that, worldwide, there is still quite 
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broad variability in terms of the nomenclature, role descriptions, educational 
preparation, scope of practice and accreditation related to the APN role in EDs 
(Hudson & Marshall, 2008). But it has been demonstrated that an expanded nursing 
role that is supported by adequate educational preparation and apposite policies could 
improve the effectiveness and quality of the emergency care services available to the 
community.  
Advanced educational qualifications, however, require political will. As  Hoskins 
(2011) points out,  the appearance of  standardised educational requirements 
underpinning the development of expanded nursing roles, as has occurred in  US, 
Canada, Australia and the UK,  have been dependent upon  political support (Hoskins, 
2011). This is so regardless of evidence, such as that provided by  A. Carter and 
Chochinov (2007) that the deployment of ENPs in ED settings can reduce waiting 
times, lead to high patient satisfaction levels and provide a quality of care, equal to 
that usually provided by middle-level intern or in-house doctors.  
This is not to suggest that evidence is not important. Internationally, it has been found 
that the deployment of ENPs in EDs for more than 30 years has improved patient 
satisfaction and service effectiveness, reduced waiting times and impacted positively 
on emergency department service delivery (O'Connell, Gardner, & Coyer, 2014). 
Furthermore,  the introduction of the APN concept is perceived to be  an effective 
strategy to address key performance indicators in EDs and to increase patient 
satisfaction (Hudson & Marshall, 2008). In many countries, the reconstitution of 
nursing work in ED settings has also been accompanied by more specialised education 
and some improvement in remuneration. The emergence of the APN, ENP and NP 
practitioner designations offers the most salient examples of this outcome.   
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In Western society, nursing practice in emergency settings has been recognised as a 
specialty level of practice since the 1970s and since 1985 advanced practice nursing 
has been implemented in the ED setting.  A generic  APN role has been recognised 
since the 1950s  in the US when the first clinical nurse specialist (CNS) was instituted  
(Hudson & Marshall, 2008). As noted earlier  (Chapter 2) in the US emergency nursing  
was  established as  specialty nursing practice in 1970 (Fadale, 2000; Jezierski, 1997). 
Currently in the US, a doctorate in nursing practice is the required entry point for the 
advanced level of practice (Watson & Hillman, 2010).  
Internationally, APN nurses are required to subscribe to two legal frameworks, in other 
words, to practise in conformity with the registered nurse regulations and also with the 
regulations put forward by their APN agency or professional association. The 
implementation of a specialty level of practice or APN role is considered a critical 
strategy for the professionalisation of nursing and for the achievement of professional 
autonomy. However, what has appeared in Western countries around expanded roles 
differs in important ways from the experience in the Indonesian context. This is 
because the development of nursing in Indonesia is linked to historical and political 
factors specific to the Indonesian context. In Indonesia, the flexibility of nursing work 
has developed in a situation where there is no nursing regulatory body nor nursing law.  
In summary, in Indonesia, the nursing role in the ED setting has undergone significant 
change and extension that has largely been unrecognised within the Indonesian health 
care system. While ED nurses have assumed greater responsibility for ED care, the 
traditional hierarchy of professional and political power that governs the health care 
system is sustained. This has positioned nursing in the contradictory space of an 
extended scope of practice for nurses and greater authority over that practice attributed 
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to medical practitioners. The nature of changing nursing ED work thus remains largely 
invisible.  
The blurred boundaries of nursing work in the ED setting are attributable partly to the 
informal learning process that  ED nurses must engage with, to acquire the requisite 
knowledge and skills and also to the nature of the extension of their practice which 
was under the guidance of doctors.    
5.5. Expanding nursing knowledge  
Knowledge and the production of knowledge within a profession are central to that 
profession’s acquisition of professional power and the establishment of work 
boundaries. In the words of Kuhlmann (2006a, p. 199), “knowledge is the key to 
professional power” because professional work is understood as grounded in the 
knowledge system of the relevant profession. Furthermore, the knowledge base of any 
profession plays a strategic role in the definition of work boundaries and in the control 
of professional practice. Through the standardisation of knowledge a profession 
applies exclusionary tactics and work demarcation processes and gains occupational 
control with the aim of securing market power (Kuhlmann, 2006a). In other words, 
knowledge is symbolic of professional power. 
The knowledge that is critical to a profession is formal knowledge at the  higher-degree 
level and acquired within a university education system that has the authority to 
determine what is  legitimate knowledge (Freidson, 2001). Legitimate knowledge thus 
links professions to power and to formal recognition.  In Indonesia,  the construction 
of nursing knowledge was  driven by an informal education process. This very 
informality reflected the lack of legitimacy of nursing work. The construction of 
knowledge among ED nurses in the research setting  was  mostly via informal 
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processes that had been shaped by the past trajectory of nursing education in Indonesia. 
This situation had resulted in the structure of a nursing workforce in the clinical setting 
that was dominated by nurses with vocational-level education. For ED nurses this 
meant that the acquisition of knowledge and skills required for the extension to their 
work was essentially and necessarily acquired informally. There was a perception of 
limited access to formal education at the specialty level as noted  by a  participant:  
Since the availability of additional education for nurses working in 
emergency settings is very limited, we are used to learning while we 
work, from the experiences of other nurses or senior nurses;… (EC, 
2009). 
 
 
Indonesian nurses’ restricted, bordering on unavailable access to formal knowledge 
and skills at a  specialty level,  created a lack of expert nurses in the clinical area and   
ED setting. It has also meant that the  ED nurses  assumed responsibility for  
knowledge development that was opportunistic and governed by the medical 
profession. This can be seen from a  participant’s description below: 
Actually, we also learn from medical specialists in this hospital. They 
provide informal lectures related to our work in ED which usually 
occur at our monthly staff meetings. ...medical staff consultants teach 
us how to manage patients with ventilator… (MN, 2009). 
 
Thus the learning process was characterised by unstructured, unplanned, and often 
unavailable, formal evaluation of the learning outcomes. This risked creating  
knowledge that was  mostly  cryptic or tacit. Informal learning is largely invisible: as 
an unplanned and unevaluated process, the  outcomes of such a learning process often 
are not recognised by society (Eraut, 2004). As indicated by Eraut (2004), an informal 
learning process impacts mostly on tacit knowledge which is  defined as a hidden and 
silent form of knowledge (Higgs & Titchen, 1995); it is embedded  in action, 
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procedures, routines, commitment, ideals, values, and emotions (Nonaka & Takeuchi, 
1996; Nonaka, Toyama, & Nagata, 2000).  
When learning through informal activity dominates the result may be tacit, invisible 
knowledge and poor community and societal recognition for the  professional practice 
in question (Colardyn & Bjornavold, 2004). Thus, where the learning process among 
ED nurses was  largely informal, this produced knowledge and skills that were  largely 
invisible both at the micro, clinical level and at the macro level of nursing society.  
Workplace learning is considered important for the development of knowledge and 
skills that are directly relevant to the world of practice (Cseh, Watkins, & Marsick, 
2000). However, an informal learning structure for such professional work is not 
sufficient.  A dependency on  informal learning for  professional work  can  lead to 
workplace participants finding themselves powerless and directionless (Conlon, 
2004). Nonetheless, for the research participants informal learning was the only option.   
In addition,  informal learning as  experienced by ED nurses also sustained and 
justified  the absence of structured education that could support  an  extended nursing 
role in ED settings. Such conditions  resulted in nurses feeling inadequate when it came 
to clinical analytical processes, as can be seen from the excerpt  below:  
Even though many senior nurses in the ED have good skills, we have 
less (formal education) knowledge. Good skills, with less knowledge 
to underpin our activity, makes us lack initiative, makes it hard to 
give advice and decisions and to think critically (STJA, 2009). 
 
Restricted access to formal knowledge and skills at the specialty level for the nursing 
role in the ED setting within Indonesia, has also produced a similar lack of expert 
nurses in the clinical area. As ED nurses serve at the front line of the health care 
workforce in the provision of emergency care services to society, knowledge and skills 
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at the specialty level are considered, as indicated by one of the research participants, 
below: 
 
In Indonesia, most patients attending the ED are triaged with yellow 
and red labels [life-threatening conditions]. As such, the scope of 
practice of nurses who work in EDs should cover the competencies 
needed to deal with high severity patients.  The authority of the nurse 
should also be clear. To meet community demands of emergency care 
services, nurses are also required to have the ability to deal with high 
severity and acuity patients (AV, 2010). 
 
It is important  to note that the lack of  formalised learning to support an  expanded 
ED  nursing role is not equated with a dearth of expertise  in the area of emergency 
nursing in Indonesia.  Rather,  the issue is one of control over knowledge and skills  if  
nursing  is to obtain legitimacy and formal recognition. Competency is associated with 
educational qualifications as indicated by the following participant: 
To perform interventions at the advanced level in EDs, nurses are 
required to have a certain level of competency. It is important for nurses 
to have sufficient educational preparation in order to conduct their role 
and responsibilities competently. Nurses are engaged in the provision 
of emergency care services to the community, which includes providing 
advanced intervention and life-saving intervention. (OMN, 2009). 
 
The symbolism of the recognition of  the expertise of  ED nurses is important.  Such 
recognition would require acceptance from medical doctors and hospital 
administrators.  This would also mean a fundamental restructure of the social roles in 
the hospital. The existing structure is reflected in the following participant statement: 
The implementation of additional education for nurses in emergency 
settings is led by the Head of ED…. Additional training for nurses 
provided by this ED is basic life support/BLS (NN, 2009). 
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The fact that  basic life support skills were deemed  the  prerequisite for ED nurses and 
by medical professionals was indicative of the positioning of nursing within the health 
care organisation.  This again can be seen in the participant language below:  
...the role of nurses who work in this ED also includes  training  for 
other nurses who are working in other hospitals from other cities, even 
from other provinces or from other islands. This ED also serves as a 
centre for teaching-learning activity for the medical profession and 
nursing profession...It is important that nurses who work in this ED 
are also capable in their role: as a trainer, and as a clinical instructor. 
Yet, up until now, there are only one or two persons who could fulfil 
that role (DN, 2009). 
 
In the research  context, at the institutional  level, the lack of state sanctioned nursing 
experts along with a strongly entrenched health care professional hierarchy, reinforced 
and reproduced  dominance nursing professional development by other disciplinary 
areas.  
Although Evetts (2013) argues that the concept of professionalism is imprecise, in the 
current research, what appeared as a lack of power over professional development  
resonated with the traditional view of professionalism that is characterised by 
domination and protection of status and power (Evetts, 2012a).  Professional strategies 
are  deployed to protect the status and occupation of the more powerful profession 
(Abbott, 1988; Larson, 1977). This process  is underpinned by the ideology of 
professionalism  that is embraced by  occupational groups and members and refers to 
exclusive control of  knowledge,  definitions of problems and solutions (Evetts, 2013). 
The research situation, however, deviated from the traditional view in that 
occupational boundaries were permeable and shifting. Nonetheless, while the ED 
nurses openly assumed responsibility for some areas of medical practice the power 
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associated with medicine did not accompany the associated knowledge. The source of 
power was external to practice.  
In brief, the construction of emergency nursing knowledge constituted an informal 
process  that was a  legacy  of  historical and  social-cultural positioning of nursing in 
Indonesia. As such, the  knowledge and skills of nurses in the emergency nursing area 
were  largely  invisible as was  the body of emergency nursing knowledge itself. For 
nursing at the micro level, such conditions resulted in a lack of legitimacy in  
undertaking work within an extended scope of practice.  For nursing at the macro level, 
these conditions created both a lack of professionally endorsed  nurses and associated 
lack of power to negotiate and define nursing work boundaries.   
5.6. Summary 
Professional work boundaries are interrelated to professional knowledge, authority and 
power. Yet, in the health care system, work boundaries are dynamic and open to 
change to respond to the demands of society. The shifting demarcation of nursing work 
in the ED setting was embedded in the lack of professional autonomy of Indonesian 
nursing and the lack of formal knowledge that would underpin sanctioned recognition 
of nursing work at the clinical level. It also explains the interrelationship between the 
ED nursing role and the wider social system within which ED nursing role had 
evolved.  
Key internal factors that shaped the contemporary ED nursing role were the absence 
of comprehensive nursing practice regulation and formalised knowledge. External 
factors were an increasing demand for ED care services, a shortage of medical and 
nursing staff in EDs, and a rising expectation for quality health care services. Yet, 
while the ED nursing role was extending, the non-existence of policy and authoritative 
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knowledge, created a flexibility of boundaries that obscured the work of the ED nurses. 
The phenomenon of blurred boundaries reflected vertical role substitution where the 
nurses conducted work traditionally performed by others. This process involved 
informal delegation of work across professional boundaries between people with 
unequal levels of authority. For nursing, formal knowledge has long been perceived as 
a key resource to attain formal recognition and authority, since knowledge is symbolic 
of professional power.  Here, however, the acquisition of knowledge and skills was 
mostly an informal process. This informal process of learning, in turn, produced 
emergency nursing knowledge that was largely hidden.   
For nursing at the micro level, the situation is defined by lack legitimacy of expanding 
scopes of practice.  More broadly, the shifting practice boundaries of nursing, without 
political support and formal recognition meant that the complexity of nursing work in 
the ED setting was poorly understood and thus continued unrecognised in the broader 
social setting.  The interrelationship between knowledge and power, pointed to the 
importance of the concept of authority in nursing in the ED setting.  The following 
chapter turns to an exploration of the ways in which professional authority, or lack 
thereof, has positioned Indonesian ED nursing. 
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Chapter 6: Lacking Authority 
Introduction 
The category lacking authority reflects one dimension of the social process that 
constructed the role of the ED nurses within the Indonesian health care system. 
Knowledge and power are interrelated within the framework of professions and this 
relationship is made concrete through the social regulation of knowledge. Where such 
regulation is absent so the basis for the enactment of legitimate authority is missing. For 
nurses at the micro level of practice, the absence of professional regulation combined 
with a high demand for emergency services and a shortage of health care workers had 
resulted in the expansion of the ED nurse role without the associated capacity to govern 
that role. 
The situation of nurses in Indonesian EDs is, in many ways, similar to nations globally. 
Yet, what differ are the historical, social and cultural conditions that underpin the 
relative powerlessness of the research participant nurses. This manifested in the research 
at the micro level as an absence of professional self- regulation and at the macro level 
as a socially contextual interplay between formal and informal processes and cultural 
and gender norms. In relation to the latter, women in Indonesia have traditionally 
assumed the position of appendages to husbands and this has led women’s work to  
being  positioned as of lesser importance  (Suryakusuma, 1996). This has translated in 
nursing to subordination, not only to medicine, but to the political and largely patriarchal 
interests of the health care organisation as a whole. The construction of nursing work as 
deferential was a feature of the daily practice in the research context, a situation also 
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reproduced by the research participants, which undermined any bargaining power when 
nursing practices changed.  
The focus of this chapter is the nature of the extension of the role of ED nurses in 
Indonesia and the implications for nursing as a professionalising body in this context. 
This is explored through an exploration of the category lacking authority and its three 
constituent dimensions; sustaining the status quo, positioning nursing as women’s work, 
and giving primacy to altruism. 
6.1. Lacking Authority  
The concept lacking authority explains the relationship of nursing to the wider social 
system. Nursing roles are constructed by complex social processes. Within this realm 
of complexity nurses experience varying levels of authority over the content of their 
work and how that work is carried out. In the research context, extended practice was 
not accompanied by the attribution of authority to those nurses who were responsible 
for the work. The category lacking authority is explained through three constituent 
dimensions as indicated on figure 6.1.  
Figure 6.1: Lacking Authority 
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6.2. The concept of authority and the ED nursing role 
Authority pertains to a particular social position or role that reflects control or power 
(Dahrendorf, 1959, p. 166). Authority is also understood as a type of social relationship 
among actors: it is linked to the concept of legitimacy whereby authority holders 
automatically enjoy legitimacy (Peterson, 2012). Further to this, power and authority 
are two forms of control where power is defined as control or influence over actions 
and authority as control of actions for the promotion of collective goals (Grimes, 
1978). Authority is also explained in relation to the allocation of compensation where 
people in the position of authority gain more financial reward than those in non-
authority positions (Alkadry & Tower, 2011). Thus, conceptually, authority has been 
explained as having control or power related to particular work or actions, as well as 
control over the financial reward for such work. 
It is pertinent here to turn to the work of Weber (1947) who argued the existence of 
three types of authority based on a belief system—or a set of norms—that define the 
exercise of social control as legitimate. The first is traditional authority where the 
sanctity of tradition or norms is the source of authority and the norms generate the 
leader (Spencer, 1970). The second is charismatic authority where supernatural 
powers are constructed as the source of authority. Charismatic authority is basically 
unbounded by norms and a charismatic leader creates his/her own norms for this type 
of authority (Spencer, 1970).  
The third type of authority and the most relevant here is legal rational authority. Here 
authority is derived from legal norms where the sphere of legal-rational authority is 
bounded by state-sanctioned  norms  or law (Spencer, 1970). As such, the legitimacy 
of authority originates from the legitimacy of legal rational norms, laws, or regulations. 
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When this model is applied to the health care system, knowledge and expertise are also 
recognised as a source of authority or power (Haug, 1998). Weber’s key contribution 
(1947a) to an understanding of health care systems was the principle that authority is 
produced through social processes and within particular contexts.  
The concept of authority in the current research reflected the degree to which the ED 
nurses controlled (or did not control) their practice by virtue of the positioning of 
nurses within the Indonesian health care structure. The level of nurses’ authority was 
shaped, in turn, by historical, political and social processes.  In the words of Freidson 
(2001, p. 158); “…the degree and scope of the authority of a discipline depends on the 
concrete historical circumstances surrounding its position – its relationship to other 
disciplines in the social division of labour and to the spirit of the time”.  Authority, or 
influence, in the research context was thus a condition linked historically to the 
position of nursing as women's work which was further sustained by the altruistic 
values that prevailed within the Indonesian nursing community.  
Lacking authority in the ED research context was manifest in the expansion of the 
scope of practice ED nursing role. It was argued above that, as is the case in many 
countries, the expansion of nursing roles in emergency care  settings  has been a 
response to deficits appearing  in health care services  (Currie & Watterson, 2009). 
Thus role expansion within nursing is far more often an organisational imperative than 
the result any decisions made by the nursing profession.  
6.3. Sustaining the status quo 
From the above it is argued that the extension of Indonesian ED nursing work was 
arbitrary in the sense that its evolving form was largely determined by factors external 
to nursing and hence removed from the control of nurses.  It is the case that professions 
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cannot be considered completely autonomous because they are embedded in a 
structure of codified knowledge, formal training and regulation (Waring & Currie, 
2009).  Nonetheless, these conditions underpin professional authority and were non-
existent in ED nursing in Indonesia.   As a result, while the nursing role was extending 
the subordination of nursing to medicine was sustained.  
The subordination of nursing was (and is) embedded in the historical, political, and 
gender issues that combined, constructed the position of women in Indonesia and 
shaped the trajectory of nursing education. This social architecture led to the 
marginalisation of nursing from the higher education system. Thus the subordination 
of nursing was prolonged by deeply embedded social processes.   
In the context of this research, subordination manifested at two levels; at the micro 
level of clinical practice and at the macro level of policy making.  At the clinical 
practice level, nursing roles had been extended without attracting the associated 
authority and the result was the entrenchment of inequality in the workplace and a lack 
of recognition for nursing work. At the macro level, the political resistance to 
attribution of self-regulation was a symptom of the social subordination of nursing. As 
one research participant noted:  
Nursing work varies from providing information to patient families…to 
basic nursing interventions and to advanced interventions. The nurses 
in the ED are also required to perform tasks such as DC [direct 
current] shock, venous section, intubation, circumcision and suturing. 
This is so even though, in reality, such practices are seen as a medical 
responsibility and are informally delegated to ED nurses. We are not 
officially authorised even where we do advanced interventions (OMN, 
2009). 
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A link between the subordination of nurses and lesser  education has been established 
elsewhere as, for example, in the Skela Savič and Pagon (2008) research that examined 
the phenomenon of subordination of nurses in health care teams. The findings of this 
research indicated that nurses felt subordinated and concluded that the subordination 
was related to the nurses’ level of education and to organisational culture. It should be 
noted, however, that the interrelationship between subjugation and lack of access to 
higher education is a manifestation of broader issues.   
As argued in the previous chapter, professional authority is derived from that which is 
defined as professional expertise.  What constitutes expert knowledge is not self-
evident. The traditional Weberian (1948) view assumed an instrumentalism where 
expert knowledge is used in a rational manner to, in this case, achieve the objective of 
effective health care (Boswell, 2007, 2008).  How expert knowledge is used, however, 
depends on the existence of the conditions under which professions can draw on 
knowledge to support particular policy positions and to establish authority.    
Expert knowledge in the emergency care area was formally controlled by medicine and 
served a legitimising function for medicine. Thus, knowledge was assumed as the basis 
of professional power and as guarantor of professional authority both of which are 
protected by professional autonomy (Coburn, 2006).  Coburn (2006) argued that the 
power of newly emergent occupations is derived from the relationship between 
professional knowledge or expertise, power or autonomy, and self-regulation. 
Therefore, medicine holds a legal monopoly over the control of patient treatment and 
management as medicine is supported by knowledge and expertise that ensures power 
and autonomy in daily practices in ED setting.  The process of delegation of work to 
nurses, for example, was based on judgements about the state of an ED workplace at 
any particular time and was always initiated by medical doctors. In the research situation 
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interrelationships between medicine and hospital management were close because the 
majority of hospital managers were medical doctors.  Hence, knowledge utilisation 
appeared as a prime source of power and autonomy for the medical profession.  
As nurses are at the forefront of the emergency services, the extension of nursing work 
beyond traditional boundaries was unavoidable. Indeed, because of their experience, 
senior nurses were capable of dealing with the full range of cases and interventions in 
EDs. The condition, lacking authority, reflects the fact that much of the extended 
activity of the ED nurses was formally and legally recognised as medical work, as 
evident in the following: 
Almost all advanced or life-saving interventions and treatments, such 
as suturing and DC shock are conducted by nurses. There are a 
limited number of doctors (AD, 2009).  
Another participant noted: 
We do external fixation, DC shock, suturing and cleansing of wounds, 
and manage critical patient conditions caused by trauma. (We) manage 
patients who need arterial repairs. We do an artery ligature first, before 
sending them to the operating room. ...this requires special skill. 
Special skills are needed to manage patients with an open abdominal 
trauma. Also, if a patient’s condition is getting worse, turning into pre-
shock, we report to the ED doctor and we usually do vein section, as 
indicated by doctors (EC, 2009). 
 
The invisibility of emergency nursing knowledge served to reinforce and reproduce 
the dominance of medical knowledge in emergency nursing. As indicated above, the 
extended work undertaken by nurses was socially and politically constructed as 
knowledge belonging to the medical sector. 
Nursing practice was, therefore, being transformed and nurses were central to the 
provision of emergency care as can be seen in the quote below:  
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After all, if nurses don’t undertake life-saving procedures, who will? 
The doctors are busy as well, ...,there’s only one medical doctor for the 
evening and night shifts, and he/she usually examines the patient and 
gives therapeutic advice. Moreover, most doctors in the ED are new 
except for our head of ED. So they also are often less familiar with some 
procedures in ED…(ADN, 2009). 
 
In this research, senior ED nurses were observed assessing patients and making 
decisions on interventions. Other nurses sought approval from medical doctors. This 
underscored the limited clinical authority of the nurses. The following observation 
depicts the incongruity between actions and authority: 
Nurse A received a new patient who arrived at the ED following a 
traffic accident. The nurse undertook a patient health history and then 
performed a primary survey and documented the results. The doctor 
(newly graduated and the only one on the evening shift) came and did 
a brief patient examination and the nurse sought approval to suture 
the patient’s wounds. The nurse transferred the patient to the minor 
surgery room; prepared equipment for the suturing 
procedure…another nurse came to assist. When sutured, the wound 
was irregular in shape, so the nurse cleaned sand and stone from the 
wound …and fixed the shape of the wound and did the suturing 
procedure…. The nurse cleaned up the blood, dirt, and sand on the 
patient's face….and finally talked to the doctor… who checked the 
patient's condition… (Memo: participant AD, 2009). 
 
Indeed, the nurses participating in this research routinely engaged in medical practices 
with limited if any consultation with medical staff. This observation is reinforced in 
the excerpt below:  
I do what I can. I seek a doctor’s verbal approval before I do 
that...Nurses perform intubation and DC shock as life-saving 
interventions. …If nurses did not do such work, who would, and many 
patients might die. A delayed response in providing life-saving 
interventions….will delay patient recovery or make the patient’s 
condition worse (EC, 2009). 
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The importance of the above observation is that regardless of who undertook the work, 
the required expertise was judged to be medical and thus reinforced the authority of 
the medical profession. As  H. M. Collins (1990)  argued, although professional status 
is integrally linked to knowledge, it is not the existence of knowledge as such that is 
important but how knowledge is socially organised. Thus the nature of professional 
knowledge is related to the historical  and political contexts  through the control of 
work and jurisdiction and also to the social context (Macdonald, 1999). This means 
that professional work is linked to a knowledge system that is underpinned by social 
processes that reproduce the existing structure of professions. Thus globally, the 
nursing profession continues to struggle for the authority to determine who will 
undertake nursing work and what that work will comprise (Gordon & Nelson, 2005).  
As has been the case globally, role expansion in emergency nursing is incremental in 
nature and often barely acknowledged (Annandale, Clark, & Allen, 1999). There is 
evidence that nursing works in EDs have been expanding informally for some decades 
(Hoskins, 2011). The role extension of ED nurses has been characterised by shifts in 
the nature of nursing work leading to the incorporation of medical work in the role. In 
Australia, ED nurses assume responsibility for management of laceration and wounds, 
injury, hyperemesis, infection cases such as pyelonephritis and mastitis, minor burns, 
X-ray interpretation, and patient referral (Considine et al., 2006). In the UK, for 
example, nurses have increasingly been required to engage in activities such as 
management of minor wounds, soft tissue injury, minor head injury, eye injury and 
removal of foreign bodies (Cooper, Hair, Ibbotson, Lindsay, & Kinn, 2001).  In 
western countries, the expansion of ED nursing roles, which has involved the shift of 
nursing work to more complex activities, has been understood by nurses and by society 
to imply a need for specialty or advanced levels of knowledge and skills, needed to 
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address the demands of the public regarding emergency care services (Hodge et al., 
2011; Hoskins, 2011). In the Indonesian context, an expanded scope of nursing 
practice is still not formally recognised by the Indonesian health care system.  
Hence, in Indonesia nursing has been marginalised within the higher education sector 
and prevented from fully realising the professional ambition.  The associated lack of 
authority has resulted, in turn, in the absence of formal recognition for any expansion 
of the nursing role in the clinical setting, as can be seen in the research participant 
comment below: 
The life-saving procedures we have done are less recognised. As all 
advanced life-saving interventions are recognised as medical 
interventions, so the allocation of ED incentive fees is mostly for 
medical professionals in the ED (MOI, 2009). 
 
In hierarchical situations,  a holder of  authority  gains more financial rewards than 
those in  non-authority positions (Alkadry & Tower, 2011). In the ED research setting, 
financial rewards were distributed based on the perceived importance of professional 
roles.  Thus, where incentive fees were allocated, a smaller percentage was distributed 
to nurses as a group.  As observed in the research sites, the number of nursing 
personnel in the EDs constituted approximately 70% of the total ED workforce.  While 
the financial reward system reportedly had improved as a result of the collective efforts 
of ED nurses, overall the disparate levels of authority were reflected in the inequitable 
distribution of financial rewards. Indeed, as  Mazhindu and Brownsell (2003) point 
out, nurses who undertake  expanded roles such as that of prescribing medication do 
not earn the same status or financial rewards as doctors, even though they may have 
increased standing within their own professional peer group. This is because the 
expanded work is socially recognised as medical work  
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The link between authority, recognition and inequality in remuneration was reflected 
in the participant language as seen in the excerpt below: 
All procedures and treatments are performed by nurses and doctors 
advise only. Most financial rewards are allocated not to nurses, even 
though interventions are conducted by nurses with verbal permission 
from medical doctors. For example, financial rewards for suturing 
are not allocated to nurses, although nurses do (this) (ND, 2009). 
 
As R. A. Smith (2002) has suggested, authority is one of the primary benchmarks for 
the distribution of financial reward for healthcare work. Financial reward is 
determined, not by the nature of applied skills, but by the authority bestowed upon a 
profession. At the mezzo or institutional level, the inequity was also evident in the 
discrepancy between written role descriptions and the daily practice of ED nurses. As 
one participant noted:  
We must have clarity about our authority and what we do while on 
duty. We have informal delegation for the work we do. Yet, the extent 
of the role of nurses differs from existing nurse job descriptions in the 
ED (CY, 2009).  
 
In 1999, accident and emergency departments in the UK faced an increasing workload 
together with a shortage of doctors and as such senior ED nurses have been involved 
in assisting and advising junior doctors in the treatment of minor injuries for many 
years (Sakr et al., 1999). It was understood at the organisational level that a cultural 
and medico-legal leap forward was necessary for ED nurses to engage in an extended 
role with full responsibility. The institutional level (ED institution)  recruited senior 
ED nurses with at least four years’ experience of working in EDs to be educated as 
emergency nurse practitioners (ENPs) who could undertake  more advanced  practice 
(Sakr et al., 1999).  Yet, as  Nick Boreham et al. (2013) have  pointed out, although on 
 156 Chapter 6: Lacking Authority 
paper the two professions claim autonomy, in practice the appearance of the ENP role 
was a response to a doctor shortage and not the overt recognition of  the separation of 
nursing and medicine.  
In Indonesia, the lack of authority in the clinical setting is also grounded in the absence 
of professional regulation of nursing for several decades. Nursing practice is defined 
and regulated first and foremost by nursing legislation (Klein, 2005). The absence of 
professional self-regulation and any nursing regulatory body is symptomatic of a lack 
of political power within the nursing community. Professional regulation bestows 
authority through a process of exclusionary closure where legal boundaries separate 
one occupation from another (Saks, 2010). The importance of authority understood in 
these terms is explained by one participant:  
The issue of authority for the conduct of advanced practice in the ED 
setting is a very important factor in the daily practice of nurses. This 
is because authority serves as a reference for nursing practice. 
Unclear authority means not knowing what to do and what not to do.  
Overt authority is critical for nurses, as practising without authority 
can potentially put nurses at risk (CC, 2009). 
 
It has been argued above that authority is reflected in the level of control nurses 
exercise over nursing work that is grounded in the legitimacy or legal status that 
originates from regulations around to nursing practice. This converges  with the work 
of Haug (1998) who argued that law and regulation were a legal source of authority 
and that of Freidson (1988a) who indicated that formal knowledge is a source of 
authority for professionals. This is because  formal knowledge or  working knowledge 
is institutionalised and is organised into a discipline that is regulated within a 
framework of designated institutions and  this process has the power to produce a body 
of expert knowledge and a group of expert workers (Freidson, 2001). Such expert 
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workers have the capacity to establish authority for their discipline and to create, 
preserve, transmit, assess and revise the knowledge system of the discipline (Freidson, 
2001).  This indicates that nursing authority is mediated, not only through the 
relationship between medicine and nursing at the clinical level, but also through policy 
at the national level.  
6.3.1. The struggle for state recognition 
For the Indonesian context, the delay in achieving a comprehensive regulatory system 
to underpin nursing practice was a manifestation of a lack of political support for the 
institutionalisation of an expanded nursing role both at the micro/organisational and 
macro levels. 
The government of Indonesia between the years 2011 until end of 2014 and through 
the Ministry of Health controlled the drafting of professional standards for health 
personnel. Under this provision, the process of registration and competency 
assessment was performed by the Indonesian Council for the Health Care Workforce 
which is responsible to the Ministry of Health as can be seen in the Ministry of Health 
regulation, No 1796/MENKES /PER/VIII/2011 regarding registration of the health 
workforce,  Article 17 of this legislation states that: 
The Indonesian Council for the Health Workforce has the task to assist 
the Minister in the formulation of policies, strategies, and management 
certification and registration of the health care workforce in order to 
improve the quality of health services provided by registered health 
personnel (Ministry of Health of Indonesia, 2011).  
 
The above clause is very broad and sets down no specific regulatory conditions for 
nursing. In the international setting, the registration process is one of the 
responsibilities of professional institutions, since the state grants the profession 
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autonomy to regulate its members (Evetts, 2012b). Professions have traditionally been 
situated apart from the state while using the state to gain privileges. On the contrary, 
in Indonesia, nursing continued to be wholly controlled by the state. Nursing practice 
in Indonesia struggled for legitimacy and to win more support for professional 
development. 
Government regulation commanded oversight of nursing practice in Indonesia, up to 
the end of 2014 as per the Ministry of Health Regulation: HK.02.02/MENKES 
/148/I/2010 (Ministry of Health of Indonesia, 2010c). This legislation is perceived as 
inadequate for the regulation of nursing practice in Indonesia, because it oversees only 
the general administrative processes of nursing registration and nursing practice. 
Conversely, comprehensive nursing practice regulation is perceived as critical to the 
governance of nursing practice in Indonesia, as is noted in the observation below:  
Nursing cannot be regulated only as an accessory of the relevant 
regulations of health, but nursing needs to be governed by specific 
regulation for nursing. Comprehensive nursing practice regulation is 
essential, as it functions not only to regulate nursing practice but also 
to govern and support nursing education as well as research and 
scientific development of nursing. The nursing profession is different 
from other health professions because nursing has its own existing 
standards of practice, code of ethics, and formal education system at 
the higher degree level, up to the level of the doctoral program in 
nursing (AA, 2010).  
 
The argument here is that nursing legislation will provide the legal basis for the 
implementation of nursing practice in Indonesia and define the scope of nursing 
practice as well as support professional development. This accords  with Evetts 
(2012a) who argued that professional self-regulation provides rules to govern 
professional activities, defines the extent and scope of practice, and establishes 
standards of professional practice and education for the profession. Porter (2012) 
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suggested that professional regulatory bodies occupy a strategic position since they 
hold the legislative powers to engage in regulation and impose the resulting regulations 
upon members of the profession. The areas of governance for a nursing regulatory 
body involve standardisation of nursing practice, nursing education and nursing 
resources and also support for nurses’ professional development (Porter, 2012). 
Therefore, the existence of professional self-regulation is critical to the 
professionalisation of nursing in Indonesia.  
At the macro level, the absence of any comprehensive nursing practice regulation was 
both a symptom and cause of the lack of professional autonomy.  Nursing law is 
perceived as is critical to the regulation of nursing practice and to support 
professionalisation of the nursing sector. Ultimately, nursing law is crucial to improve 
the quality of the health care services provided to society. Nursing law reflects the 
rights of the nursing profession to self-regulate and to shape nursing practice (Adams, 
2009) as well as nursing education (Flook, 2003). N. Collins, Murphy, Winters, Van 
Cleve, and Minchella (2008) argued that a nursing practice regulation system 
classically comprises two basic components: nursing law, including a professional 
nursing body and/or self-regulatory entity; and government regulations. 
Nursing law provides an essential source of professional authority and a legal reference 
for nursing practice. Through nursing law, a professional nursing body can be 
established, which amounts to critical structure for professional nursing (N. Collins et 
al., 2008). A professional nursing body has the authority for the production of 
standards of professional conduct, standards of nursing practice and advanced practice, 
and nursing education (N. Collins et al., 2008). Hence the nursing regulatory body 
holds a strategic political position in the implementation of nursing practice regulation: 
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it has the legitimate authority to interpret regulation.  Nonetheless the process is 
fundamentally social and contextual.  
For Indonesian nurses, the nonexistence of a nursing regulatory and legal structure has 
meant that nurses have had a less powerful voice in the development of health policy 
despite the fact that nurses constitute the largest proportion of the health care 
workforce in Indonesia. The comments from a representative of INNA as below are 
pertinent to this issue: 
The implementation of the nursing practice act in Indonesia is urgent 
to give a voice to the nursing profession in the development of health 
policy to address the health problems in Indonesia which increasingly 
are complicated. And a health policy decision-making process to 
address such problems without including the nursing profession will 
not be effective, since nursing is the largest proportion of the health 
care workforce, with educational backgrounds up to doctoral degree 
level.  
Unfortunately, nurses still do not have a proper position in that 
decision-making process. Such conditions may result in poor quality 
control of nursing education and nursing care services. Secondly the 
absence of a comprehensive nursing regulatory system has led to the 
absence of a nursing regulatory body which has authority to maintain 
the quality of nursing education and nursing practice. The presence 
of a comprehensive nursing regulatory system is essential for the 
provision of safe and quality health services to the community (INNA 
[Indonesian National Nurses Association], 2011). 
 
Self-regulation is thus argued to be an important element in controlling the  
development of a  profession (Coburn, 2006) and also as a process for ensuring 
professional autonomy and power. 
Socially, the nursing profession has less status than medicine which, as Meerabeau 
(2005) points out, is hardly a revelation because of its omnipresence globally. The 
prevailing medical voice in the Indonesian parliament both reflected and strengthened 
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this structure as can be seen from the following extract from an interview conducted 
by the Indonesian Student Nursing Association with one member of Parliament:  
Nurses are only required to follow a medical doctor’s instructions. 
That is, if nurses are able to do so. Nurses who are competent are in 
the sense that they can carry out instructions …. (Document of 
Indonesian Student Nursing Association, 2011). 
 
The view above firmly situates nurses as subservient to medical doctors.  Such 
positioning is strongly influenced by the Indonesian health care system where 
traditional professional values still hold true regarding the interface between medicine 
and nursing.  The slow progress towards ratification of the draft nursing practice law 
is evidence of the lack of support for the nursing profession in Indonesia. Further 
evidence comes from the INNA document cited below:  
A draft nursing law has been submitted to the national program of 
legislation four times. However, to this date (6 September 2011) there 
is still no certainty about the nursing law. It seems that the members 
of parliament are procrastinating in the process of reviewing the draft 
of the nursing law. (INNA national congress: regarding draft Nurses 
Practice Act, 6 September 2011). 
 
The fight for professional autonomy has been conducted by Indonesian nurses and led 
by the INNA. Negotiation, diplomacy and demonstrations have been strategies used 
by Indonesian nurses through INNA in an attempt bring the draft nursing law back to 
parliament to be discussed, reviewed and passed as reflected in the INNA commentary 
below: 
The members of parliament, (Parliamentary sub-committee 9), will 
review the draft of the nursing practice act and will seek opinion from 
other professions equally and from the community and also from 
resource persons who are directly related to the implementation of the 
nursing practice act. The results from all these meetings will be used 
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in the process of discussion and preparation of the nursing practice act 
in the plenary session of the parliament that is planned to be held in 
January 2012 in order to pass the nursing practice act.  (INNA 
[Indonesian National Nurses Association], 2011). 
 
Politically, nursing in Indonesia has an established right to have comprehensive 
practice regulation. This is so because nurses constitute the greatest number of 
healthcare workers in Indonesia. In the year 2010, 60% of the health care workforce 
comprised nurses  (Ministry of Health of Indonesia, 2011a). The early impetus towards  
professional autonomy was initiated in 1989 in the form of a draft nursing law and was 
submitted to parliament in 2004 (Achir Yani, 2011). This submission has only just 
been approved, on 25 September 2014, after the Indonesian nursing profession’s 25-
year fight for professional autonomy and self-regulation.   
The Indonesian nurses’ struggle for professional autonomy reflects  the positioning of 
nursing within a complex web of government power encompassing the Ministry of 
Health, the Ministry of Education, politicians in parliament, the medical association, 
professional élite, and nursing associations.  
The government, through its Ministry of Health, has the power to regulate the health 
care workforce, and the Ministry of Education is empowered to regulate the national 
education system, including higher education for health professionals. Politicians, as 
representatives of the Indonesian people, have the power to initiate process and 
provide approval for the implementation of laws, including nursing law. The 
professional élite may also be located in the Ministry of Health or in the parliament, 
as politicians, or as educators or professionals in universities or in other institutions. 
This group may have hidden power to encourage or discourage the approval of nursing 
laws in Indonesia. There is also the National Medical Association, which had influence 
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in terms of its power to mobilise support for the nursing profession from other allied 
medical professions.  Up until 2012, the greatest obstacle to the passing of the nursing 
law by the parliament was political power mediated through the Ministry of Health, 
which had been persistent in its opposition to the institution of nursing practice law.  
Opposition to the law by the Ministry of Health can also be explained in terms of 
internal conflict concerning other health care groups. The Ministry of Health position 
was evident in the content of its dialogues with the INNA in 2009, which indicated 
that the Ministry did not approve of the enactment of nursing practice law (Republika, 
2012).  A reason was the Ministry’s concern that this would set a precedent and that 
other health care groups would then want a similar law (Republika, 2012). Following 
that line, in 2009, the Ministry of Health  submitted a draft health workforce law to 
parliament, intended as a substitute for the nursing law (Republika, 2012). However, 
the underlying motivation for the Ministry of Health’s stance can be discerned from 
events related to nursing education in Indonesia.  
The Ministry of Health’s rejection of the nursing law can be assumed to be related to 
Sisdiknas  or the National Education System Law, 2003 (Law of Republic of 
Indonesia, 2003). Previously, the responsibility for the management of health 
education, including nursing education, was unclear as it could be located either within 
the Ministry of Health or within the Ministry of Education (Maulidiyah, 2006). The 
Sisdiknas put forward by the Ministry of Education and ironically also accorded with 
some aspects of the INNA position.  
The Sisdiknas No 20  created a situation where the management of the entire higher 
education system had become the sole responsibility of the Ministry of Education, as 
can be seen from Article 50 of the Sisdiknas No 20, 2003 where Paragraph (1) states 
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that: “(1). Management of the national education system is the responsibility of the 
Minister (Ministry of Education)” (Law of Republic of Indonesia, 2003). 
Under this regulation, nursing education is located in institutions offering higher 
degrees. The management of all higher nursing education, therefore, shifted from the 
Ministry of Health to the Ministry of National Education. Currently, the Sisdiknas No 
20 (2003) strengthened professional education through the Higher Education Law No 
12 (2012), where Article 17 relates to professional education, stating that: 
“Professional education is higher education after a degree program” (Law of Republic 
of Indonesia, 2012).  
Secondly, the position of the Ministry of Health, on the process of delegation of power 
for the regulation of the nursing profession, was considered to be linked to the INNA 
position, which opposed the development of Diploma IV nursing education. The 
INNA’s position was based on the structure of nursing education in 1996; it was 
thought that the development of nursing education should be in line with international 
standards. The INNA position was also supported by Higher Education Law No 12 
(2012), which indicated that professional education was located in higher education. 
As mentioned previously, the establishment of a Diploma IV in Nursing by the 
Ministry of Health was perceived to be  associated with the resources then channelled 
to the Ministry of Health (Maulidiyah, 2006). The significance of this situation was 
that the institution of nursing law in Indonesia was linked to the shift control over the 
nursing education sector. It was also associated with a variety of interests in terms of 
control, power and resources. In this context, the conflict of interests has become a 
barrier to the institution of nursing law in Indonesia. 
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On the other hand, the implementation of nursing practice law finally won support 
from members of parliament. This can be seen in the formation of the acceleration 
team within parliament, tasked with speeding up the process of refining the draft of 
nursing practice law (SS, 2012). Members of parliament even dissented when the 
Ministry of Health submitted its draft health workforce law to the legislative body in 
parliament, to replace the draft nursing practice law (Republika, 2012), because the 
substance of the two laws was quite different, with the proposed health workforce law 
not specifically regulating the nursing profession (Republika, 2012). 
The draft nursing practice law was moved ahead as a direct initiative of the parliament, 
since the Ministry of Health opposed its implementation. The draft law underwent a 
process of harmonisation with other related laws and was eventually brought to a 
plenary session of parliament for approval as a direct initiative of the parliament (SF, 
2013). By the end of January 2013, this draft nursing practice law had been approved 
by a plenary session of parliament for tabling on the parliament’s agenda for discussion 
and negotiation via the Ministry of Health (AV, 2013). In this case, the growing 
strength of the nursing profession in Indonesia saw members of parliament increase 
support and a willingness to undertake political action, such as negotiations with the 
government, particularly with the Ministry of Health, to ensure a nursing practice law 
for Indonesian nurses. 
The historical struggle to gain legal status for the nursing profession has been long and 
difficult and nursing has had to negotiate with various forces.  In the US, the nursing 
profession worked for 25 years to obtain self-regulation. Nursing registration under 
the Nurse Practice Act has been in place ever since the first nursing registration laws 
were passed in 1903 in New Jersey, New York, North Carolina and Virginia; this 
nursing law protected the title of ‘registered nurse’ (Brekken & Evans, 2011). 
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Therefore, nursing practice law has been employed to govern nursing practice in the 
US since 1903 (N. Collins et al., 2008). This law was initially framed in permissive 
terms, but in 1938, in New York, it changed to a mandatory licensing law (Brekken & 
Evans, 2011). In the UK, British nurses battled for 31 years to obtain legal status for 
the nursing profession. This process  began in 1888 when the British Nurses 
Association was formed and continued until 1919 when the Nurses Registration Act 
was passed (Witz, 1990). The struggle to gain legal status for the nursing profession 
in Indonesia is far more recent but the duration and the politics of that process reflect 
the experiences in the US and in the UK.  
In Australia, nursing practice regulation has been placed under a national authority. 
Since 1 July  2010, Australia has moved to a national registration system (Duffield, 
Gardner, Chang, Fry, & Stasa, 2011). Numerous countries such as Poland, France, the 
Philippines, Ireland, Nigeria and South Africa—are operating sophisticated systems of 
professional nursing practice regulation  (WHO, 2002c). In Southeast Asia, there are 
six councils for nursing and/or midwifery,  each of which serve as the regulatory body 
in the respective countries of Bangladesh, India, the Maldives, Myanmar, Nepal, and 
Thailand (Elison, Verani, & McCarthy, 2015). In Bhutan, the regulatory body for 
nursing is located under the auspices of the medical and health council; in Sri Lanka, 
nursing law was revised in 2005 and the country’s first nursing council was appointed 
in 2007 (Elison et al., 2015). In Korea and Timor Leste, nursing practice is regulated 
under the Ministry of Health and Labour; in Indonesia, nursing practice was still 
regulated by Ministry of Health regulations (Elison et al., 2015), right up to late 2014. 
It can be anticipated that the situation in Indonesia will change in the near future, 
because the new nursing practice law was approved in a plenary session of parliament 
on 25 September 2014. 
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The absence of professional regulation in Indonesia has reflected and impacted on the 
position of nursing in the clinical setting and at the national level. The fight to gain 
professional autonomy has been a necessity, as the key to winning legal status for 
nursing practice and to establishing jurisdiction over nursing practice.  These gains are 
also central to the defining of nursing work and to the development of professional 
nursing knowledge and skills. 
The new Indonesian nursing practice law was finally approved by parliament on 25 
September 2014. To reach this point, the Indonesian nursing profession employed 
multidimensional strategies for several years, led by INNA, and involving all 
component nursing bodies or groups from the various regions of Indonesia. These 
strategies included the political approach, conducted through the lobbying of members 
of parliament and certain targeted politicians. The importance of the new nursing 
practice law was communicated and publicised through the newspapers and national 
TV. Furthermore, the growing numbers of nurses with qualifications at the higher 
degree level have in themselves increased political support for the campaign and have 
also enhanced the strength of the Indonesian nursing community in its pursuit of 
professional autonomy. Despite the progress that Indonesian nursing has made in its 
achievement of professional self-regulation the socially dominant perception of 
nursing as women’s work persists.  
6.4. Positioning nursing as “women’s work”  
The marginalisation of nursing in Indonesia is interrelated with the traditional 
positioning of women as appendages of their husbands. In Indonesia, the perception 
of women as subservient, docile appendages of husbands had been formative 
(Suryakusuma, 1996). Society has translated this perceived position for women into 
the nursing profession, and has assumed that nursing work does not require higher-
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degree education. The natural place for a woman is perceived to be as a companion to 
her husband and a carer for her family. Such social perceptions of women have also 
shaped society’s view of nursing, which is perceived as women’s work and clearly 
subservient to doctor’s work. This accords with the work of Ford and Parker (2008), 
who argue that women have been marginalised because of their unequal access to 
involvement in the development process of a new workforce, at the professional level 
and in the modern sector.  
The transition of Indonesian nursing from the vocational to professional level has thus 
been prolonged. In Indonesia, the acknowledgement that nursing is work undertaken 
by trained personnel has existed since 1912. However, it was not until 49 years later, 
in 1961, that Indonesian nurses gained access to a diploma III level nursing education. 
The nation’s gradual transition from traditional values associated with the ideal 
Indonesian woman and the community’s need for more advanced health care services 
have together prompted change in nursing. This could be seen at the time of the New 
Order era in the years 1967–1998 (Blackburn, 2004) where the values defining the 
ideal woman shifted to multiple roles during the Suharto-government period of 
development in Indonesia (Tiwon, 1996). At this time, women in Indonesia started to 
gain waged work outside the home while also taking care of their families. Thus the 
transition of nursing education to the tertiary level has occurred alongside a shift in the 
ways that women have been socially positioned. In the New Order period, the first 
university-based higher degree in nursing education was initiated at the University of 
Indonesia, in 1985, following 73 years during which the process of the 
professionalisation of nursing in Indonesia had been dominated by traditional 
vocational nursing practice. In addition, master degree courses in nursing commenced  
in 1999, and in 2008, doctoral degree programs commenced (Universitas  Indonesia, 
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2012).  Yet the historical legacy means that the majority of clinical nurses have not 
had access to university education. 
As Hennessy et al., (2006) determined, in the first decade of this century only around 
1% of nurses in Indonesia had bachelor degrees in nursing, 39% held a Diploma III in 
nursing, and the majority (60%) were high school-educated. In 2014, conditions have 
changed, so that nursing associate professionals (nurses educated at the diploma III 
level) now dominate the nursing workforce in clinical settings, while nurses educated 
at the high-school level persist only in very small numbers. This situation can also be 
observed in the ED setting, where most of the nurses have had a formal college-level 
education.  
Indeed, the research participants themselves were of the view that they required formal 
education to support their role and to ensure consistency of practice in the ED setting, 
as can be seen below: 
The first barrier to my role as head nurse in the ED is the quality and 
the quantity of the ED nurses who still do not meet the needs of 
society. The educational background of most ED nurses is still 
substandard as not all nurses in this ED have Basic Life Support. The 
problem is now related to the readiness of the nurse to meet all the 
competencies required to work in emergency settings. Of the 39 
nurses who work in this ED, around 70% have experience in 
performing life-saving interventions for the patient. However, none 
are prepared formally (have formal education) to work in the 
emergency setting. Also, in this ED, none of the nurses have nursing 
educational backgrounds from a BSN degree (MNS, 2009). 
 
This situation also sustains the medical doctor in a position synonymous with power 
and entrenches the doctor as the holder of authority. For nursing at the micro level, 
formal knowledge is a source of authority as well as equality in the workplace. R. A. 
Smith (2002) has indicated that formal education is one of the key tools for securing 
 170 Chapter 6: Lacking Authority 
authority and equality of authority is the source of equality in the workplace, and of 
financial rewards as well (R. A. Smith, 2002). Hence the delayed professionalisation 
of nursing in Indonesia has resulted in inequalities in formal education levels that also 
entail inequitable levels of authority.  
The social construction of nursing as women's work has also resulted in the Indonesian 
nursing community commanding less political power at the health policy level. As 
Davies (1995) has argued in relation to the development trajectory of the nursing 
profession in western countries, wherever nursing has been perceived as women's 
work, the voice of the nursing community has been granted little legitimacy or respect 
in policy debates (Davies, 1995). The traditional image of nursing has therefore 
resulted in nursing suffering a lack of power or voice in the formulation of health 
policy (Davies, 1995). The lack of any voice for nursing at the policy formulation level 
has been partly responsible for the difficulties encountered by the nursing profession 
during the process of ongoing change at the organisational level.  
The Indonesian nursing community has been excluded from the process of securing 
professional autonomy for 25 years. Discrimination theory proposes   that political and 
societal élites preserve power and privilege by limiting the authority for the other, with 
the underlying assumption that women and minorities are in the exclusion groups (R. 
A. Smith, 2002). In other words, women have differential access to authority in the 
workplace and are unreasonably placed in the most marginal position in the economic 
structure. Such a social process suggests that there is an inherent inequality in the 
distribution of authority, biased against women (Blau, 1977; R. A. Smith, 2002). This 
is because the dominant groups who occupy authority-holder positions tend to limit 
the movement or transfer of authority to other, different groups (R. A. Smith, 2002). 
On the other hand, the nursing community’s political strength has increased through 
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the linkage of nursing and higher education. The inequality authority of nurses 
working in clinical settings has been associated with the idea of altruism as altruism 
has blurred the relationship between nursing and authority. 
6.5. Giving primacy to altruism 
The notion of altruism lends legitimacy to the context of ‘lacking authority’ and 
inadequate formal education experienced by nurses. ED nurses self-define their role 
as taking action to save the lives of other people as a priority at the front line in 
emergency care services. Altruism has been interpreted as an important value in the 
process of decision-making about patients’ needs. In this sense, altruism has been 
employed as one source of authority for nurses in daily practice in the emergency care 
services. This is reminiscent of the argument of Weber (1947), that the sanctity of 
traditional values is one source of authority.    
Altruistic, religious and cultural values are inherent to decision-making process around 
the conduct of ED nurses’ extended work. These values are may be  utilised as 
alternative sources of authority that can provide informal legitimacy for nurses in the 
ED. Strong altruistic values and a shared image of personal ‘virtue’ which still exist 
within the Indonesian nursing community have contributed to the  association of  
nursing with sacrifice. 
The term altruistic is derived from the Latin alteri  which means “the others” (Haigh, 
2009). Altruistic values encourage selflessness and dedication to the welfare and needs 
of others. The personal virtue image of nursing is associated with an idea of good 
women who are characterised by kindness and caring, compassion, honesty, 
trustworthiness, and self-sacrificing traits (Gordon & Nelson, 2005). This virtuous 
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image of nursing and its intrinsically altruistic nature is still close to the Indonesian 
nursing community. 
The values of virtue and altruism are reference points for nurses’ decision-making. 
Such values suggest that the welfare and lives of others rank as a higher priority for 
nurses than their own issues of unclear authority. This can be seen in a research 
participant’s statement below:   
Our concern is for human life and care (TI, 2009).  
A further participant said:  
My first priority is to help the patient, and I will do what I can do and 
even with only verbal approval from the doctors, I (will do) life-saving 
intervention. Our first priority is to provide health services as soon as 
possible, to help the patient who needs the service. After all, if nurses 
don’t do this, who will? (AD, 2009). 
 
The idea that the needs of others are the first priority and that service to others is more 
important than the self-constitute the basic values of altruism, as explained clearly in 
the ED nurses’ comments above. 
With regard to the role of nurses in emergency settings, in fact if the 
patient has a life-threatening condition, we must take action that 
could help the patient’s life. It is important to do what we can do to 
save the patient, rather than just let the patient die and do nothing. 
So, just do something to help the patient, and don’t be afraid to do so 
(AD, 2009).  
 
The perception of the nurse as altruistic has long been used to legitimise the 
exploitation of nurses (Noddings, 1990). It was evident that altruistic values such as 
prioritising the needs of others were among the work values applied by ED nurses in 
strategizing their approach to certain work situations. Brown (2002) indicated that 
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altruism is one of the work values that influence the decision-making process. Such 
work values are conserved by instilling the beliefs of altruistic self-sacrifice and 
working anonymously. 
In Indonesia, decision-making process of ED nurses are also driven and reinforced by 
cultural and religious values which converge with the altruism that shapes the roles of 
nurses. Such life values influence ED nurses’ decision-making processes when 
approaching their work. The specific values that are grounded in culture and religion 
are doing good or kindness, helping others who are in need, solidarity, and working 
cooperatively, all values that are embedded  in the culture of the people of Indonesia 
(Setiadi & Usman, 2011). These values or beliefs are personally held or experienced 
by individuals, and implemented as a moral standard for their actions (Brown, 2002). 
As an integral part of the person’s mindset, these values also influence that person’s 
interpretation of certain conditions, and hence affect their decision-making processes 
when it comes to any action that needs to be taken (Martinsons & Davison, 2006). 
Hence the religious and cultural values of the Indonesian people are mutually 
reinforced by altruistic values. In the provision of emergency care services, such values 
are implemented in conjunction with the additional parameter of the knowledge and 
skills of ED nurses. 
For nurses who work in EDs, the application of such moral values is a personal goal 
as human beings and also as nurses, a goal that is embedded in Indonesian cultural 
values. These cultural values are in line with the altruistic values that have been 
incorporated as working values in traditional nursing.  
Altruism of itself is not an appropriate motivating factor for professional nursing work 
(Haigh, 2009). The strong image of nursing as an altruistic profession has resulted in 
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the disconnect of nursing from the idea of a higher level of knowledge, hence the 
complex skills, expertise and experience that require formal education for nurses at an 
advanced level, have been inadequately recognised by society (Gordon & Nelson, 
2005). In this context, the philosophical foundations of the profession, combined with 
formal knowledge and skills as well as compliance with rules and regulations, should 
together provide the basis for the decision-making process in daily nursing practice 
and the provision of health care services to society. 
Thus the image of nursing as a profession embedded in altruistic values and virtue that 
still persists in Indonesia has made it possible for nurses to undertake an extended 
scope of practice as the need arises and without legal protection. The notion of nursing 
as altruistic has sustained the subordination of nursing and has produced a lack of 
political power for the nursing community, at both the micro and macro levels.  
Vice versa, the linked of nursing to higher degree education has maximised the 
strength of the nursing role at the micro/clinical level. It also has acted to rise political 
support of the nursing profession itself in its pursuit of nursing law, as part of the 
profession’s journey towards achieving professional autonomy. 
6.6. Summary  
Lacking authority reflects a dimension of the social process that constructed the 
nursing role in the ED setting and nursing in general within the Indonesian health care 
system. This social process has itself been shaped by historical, socio-cultural, political 
and gender which saw the marginalisation of nursing from the university education 
system. These same social processes have shaped the positioning of nursing as 
women’s work and have maintained the altruistic values assigned to Indonesian 
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nursing. Ultimately, the social process has created the subordination of nursing within 
the health care structure in Indonesia.  
The concept of lacking authority manifested at two key levels: the clinical setting or 
micro level, and the macro level in Indonesia. In the clinical setting, the extended role 
of ED nurses without the associated authority has sustained the subordination of 
nursing. Professional knowledge and regulation are the primary sources of authority 
for a profession. The lack of legitimacy afforded to nursing knowledge, combined with 
inadequate regulation, underpinned the social and political positioning of the ED 
nurses.  
At the macro or policy level, the non-existence of nursing legal support and a self-
regulation body for several decades was symbolic of the lack of authority of ED nurses. 
This reflected more broadly the lack of political bargaining power that nursing could 
draw on in seeking to resituate nursing as a profession. The struggle to gain 
professional autonomy has been, in part, related to the location of Indonesian nursing 
politically within a complex web of interests including government agencies such as 
the Ministry of Health and the Ministry of Education, politicians in parliament, the 
professional élite, medical societies and nursing associations. 
 In explanation of the above a further and powerful factor has been the historically 
persistent perception of nursing as women’s work. The prevailing and associated 
discourse of nursing as altruistic has reinforced the view that nurses do not require 
financial reward, higher level of knowledge nor social status. The result is that nursing 
has minimal access to power to impose change at the political level.  
The new Indonesian nursing law was approved by parliament in 25 September 2014 
following Indonesian nursing’s 25-year struggle to achieve professional autonomy. 
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The rising numbers of nursing education institutions within the university education 
system, which implies a growing number of Indonesian nurses with graduate degrees, 
has fostered the professionalisation of nursing.  
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Chapter 7 Core Category: 
Securing Legitimate Power 
Introduction 
The purpose of this research was to develop a theoretical explanation of the social 
processes that underpinned and shaped the nursing role in Indonesian ED settings. The 
research  employed a  constructivist GT  approach that reflects the influence of the 
traditions  of pragmatism and symbolic interaction and subsequently social 
constructionism, the latter as it appears  in the more recent GT work of Charmaz (2009). 
Key concepts deriving from Mead’s pragmatism and from constructionism were applied 
in this research.  
From Mead, this thesis took the idea that the individual is fundamentally social and 
operates as a socially creative actor.  Thus Mead’s pragmatism provided the 
conceptualisation of humans as socially active meaning-creators and the importance of 
social process for meaning and knowledge production. Social constructionism brought 
to the research the premise that meaning and knowledge are constructed within context. 
There was, therefore, a need to understand the dimension of context in order to grasp 
knowledge and meaning as socially, culturally and historically shaped. Meaning and 
knowledge, as shared and negotiated through language, have the power to direct human 
action. 
The research sites were three EDs at three general hospitals. There were 51 participants 
in total who contributed to the research through semi-structured interviews.  Data 
obtained from participant interviews served as the basis for interpretation and additional 
sources of data consisted of documents, observational memos and the researcher’s 
journal.  
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The analytical process constructed eight focused codes, or eight tentative theoretical 
areas, which were reduced to the key concepts of this research:  lacking authority and 
shifting practice boundaries. The interrelationship of the two concepts shaped the core 
category of the research: securing legitimate power. What became clear as the analysis 
developed was that the ED nursing role was constructed around the complex 
interrelationships between power, gender and culture and as part of social and political 
change. Importantly, the scope of practice of the ED nurses had been rapidly extended 
and yet remained contested through the subjugation of nurses’ professional knowledge 
and authority. This scenario manifested in conflict and contradictions around the nursing 
role in the ED setting.  
Securing legitimate power was a basic social structural process that reflected the 
evolution of the nursing role in the Indonesian ED setting and nursing more generally 
in this context. Interrelationships between nursing and other health professions and the 
wider social system reinforced the marginalisation of nursing within both the health 
care and education systems.  
Central to securing legitimate power was a process of seeking to make certain 
legitimate authority. This was an ongoing process of social action in response to 
existing constraints and contradictions. As depicted by the categories, shifting practice 
boundaries and lacking authority, the core category represents the interrelationships 
between self-regulation, legitimate knowledge and practice. These concepts were 
central to the positioning of the nursing profession in Indonesian health care and to the 
ED nurse role. 
The objective of this chapter is to pose a theoretical explanation of the core category 
as a means of drawing together the analytical ideas argued in the previous chapters. 
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The chapter proposes that state sanctioning of professional status and recognition of 
advanced practice nursing and the legitimacy of nursing knowledge are crucial in 
achieving greater autonomy for nurses and nursing.  Underpinning this core category 
are the concepts of power and knowledge.  It is thus argued that the lack of state 
sanctioning of nursing practice and the absence of control over an area of knowledge 
were key factors that explained the  extension of the  ED nurse role, as opposed to its 
expansion,  in the Indonesian clinical setting. The chapter begins with a discussion of 
the concept of legitimate power.  
7.1. Locating Legitimate Power  
Power is essential to individuals as social human beings, to society and to professions 
that provide services to society. Indeed, power is considered inherent in each individual 
and the absolute lack of power means terminating individuals as social actors (Weber, 
1947). For Giddens (1982, 1984) power is inherent in every social actor in the form of 
a human ability to influence the world and to make changes. Yet, when access to power 
and resources is disconnected, the human ability to influence the world is diminished 
(Giddens, 1984; Giddens & Dallmayr, 1982). Thus, when the source of power of an 
individual, or a sector of society, is not sustained this can be interpreted as weakening 
the capacity of individuals or groups of individuals that exist in that context. In this 
research, the interplay between power and the capacity of the nursing role was clearly 
manifest.  
Further to the above, power is linked to domination and grounded in economic interests 
or authoritarianism. As Weber (1947) proposed, power provides a basis for the 
explanation of the relationship between bureaucracy, authority and rules. Thus power 
exists in multidimensional contexts, from the level of social actors to social systems, 
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within which power is implemented in the form of rules, regulation and knowledge. 
Relevant to this thesis is an understanding of power as it manifested in interactions 
between health professionals and in negotiations around professional boundaries and 
professional knowledge (Coburn, 2006; Foucault, 1980; Freidson, 1984; Kuhlmann, 
2006a). Knowledge is a coordinated activity of individuals that takes place within 
shared systems and is thus part of the generation of meaning that appears as the social 
world and in this case as the world of  ED nurses.   
The concept of power in the research context relates to the distribution of professional 
authority as a product of complex social processes. Power was embedded in activities 
around the ED nursing role and how power relations were played out was interrelated 
with the structural positioning of nursing. This was evident in the interconnection 
between professional self-regulation and recognition of knowledge where legitimate 
power for other health professions appeared to be located.  
Legitimate power was an essential condition, therefore, of the process within which 
nurses struggled. Nursing requires power at the minimum in three domains: control 
over the content of practice; control over the context of practice; and control over 
competence (Manojlovich, 2007).  However, Indonesian nursing continued to struggle 
for legitimate power, as professional self-governance had evaded nursing for decades.   
7.2. The Core Category: Securing Legitimate Power   
The core category securing legitimate power is relevant to the evolution (or the 
development) of nursing worldwide. As is the case elsewhere, in Indonesia this 
phenomenon was embedded in the wider society. Within that context, culture and 
gender and power relations prevailed as constraints on Indonesian nursing. 
Nonetheless and reflecting Mead’s (1934) work, the participant ED nurses were  active 
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meaning creators in Indonesian nursing. As such, we start with the assumption that the 
position of the ED nurses in this research is to be understood as the interrelationship 
between social context and action.  
In this research, the social meaning of the ongoing action of Indonesian nursing society 
is depicted through the core category as illustrated in figure 7.1. 
Figure 7.1: Securing legitimate power 
 
 
The inter-connection between nursing at the micro level and the point at which all 
constituent elements interrelated depicts the conditions of ED clinical nursing (as 
indicated in Figure 7.1). These conditions were characterised by lack of authority and 
shifting practice boundaries; the key concepts of this research. Furthermore, at the 
macro level of the Indonesian health care system, the link of nursing to the wider social 
system has been marked by ongoing gender and cultural factors that underpin the lack 
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formal education for ED nurses and an absence of professional regulation to support 
the expanded ED nursing role. Yet, at the same time, social and political change within 
Indonesia had led to the extension of ED nursing work.  
The following section is organised around a discussion of the contextual conditions of 
the nursing role in Indonesia.  The chapter then turns to the concepts of lacking 
authority and shifting practice boundaries.  Finally, securing legitimate power is 
addressed as an ongoing struggle for Indonesian nursing to secure self-regulation and  
to have a knowledge base that is broadly recognised  and hence to achieve the status 
of an expanded nursing role.  
7.3. The Contextual Conditions: Constraints and Challenges 
The contextual conditions that shaped the ED nursing role and nursing in Indonesia 
cannot be argued in isolation from gender and culture.  Clifford Geertz (1973) defined 
culture as nets of shared meaning, or  a system of inherited conceptions that develop  to 
create  shared knowledge which  shape the attitudes of people within a  society. As a 
web of shared knowledge, culture is lived in certain social contexts and evolves through 
social processes to create a way of thinking and ideas that shape social institutions. 
Griswold (2013) further positioned culture as a system of values that has the power to 
shape ways of thinking and thus define what is considered legitimate  and proper.  
Culture sets in place moral codes and what is perceived as common sense in a particular 
social context (Griswold, 2013).  Importantly, culture is always in the process of 
“change”,  is “emerging and evolving”, as  a consequence of social, political and other 
changes (Wyer, Chiu, & Hong, 2013, p. 45). As a system of values and a repository of 
shared knowledge that is communicated and evolves continually, culture cannot be 
separated from its interplay with power. The process in which the system of shared 
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meanings is preserved in a society, or is obscured, involves a network of power that 
exists within that context. In relation to this research, the culture that existed in various 
dimensions of social life in Indonesia had produced and reinforced the subordination of 
the women. 
Indonesia, in general, is a strongly patriarchal society where males assume  a dominant 
position in society and  women  a subordinate position (Clark, 2010). The culture or 
web of value systems in this country has produced a shared understanding where the 
position of males is seen as central and more powerful. Women, therefore, commonly  
experience gender inequality both in education and employment in Indonesia   (Loh & 
Dahesihsari, 2013). In Indonesia, the value system associated with patriarchy and the 
subordination of women permeate and is reproduced in nursing as an occupation 
dominated by women.  
The production of shared meanings is influenced by power relations and the position of 
social actors. The social actors manifest as groups of people or organisations that act as 
meaning creators.  Thus the  shared meanings are produced and developed through 
those social processes and collective interpretations to create social institutions that 
support the existence of certain groups (Fellows & Liu, 2013).  Hence those in a 
position of influence in meaning construction and institutional practices enjoy the 
advantage of shaping future meaning production in a society.   
As indicated in this research, shared knowledge production in Indonesian nursing   had 
evolved in line with social change.  This process of shared meaning production was 
shaped by existing powerful institutions and the traditional position of women.  Such 
conditions were integral to the relationship between gender and professionalisation that 
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pointed to the constraints existing around securing legitimate power in the development 
of the nursing role in Indonesia.  
7.3.1. Gender and professionalisation  
The struggle for legitimate power in nursing has been  linked to the broader issues of 
gender and professionalisation (Meerabeau, 2005). Professionalisation is understood 
as a mechanism for occupational advancement to be achieved through centralised 
occupational control or internal methods of self-regulation (Evetts, 2003, 2013). 
Professionalisation is also argued to be  a process of achieving professional status 
through occupational closure (Abbott, 1988; Larson, 1977). The latter process refers 
to the ways in which demarcation is used to reinforce dominant interests where there 
are blurred occupational boundaries.  This is enacted through the downward exercise 
of power in the process of subordinating, in this case, ED nurses. Professionalisation 
is further  associated with social recognition  of  professional standardisation through 
discrete education and defined qualifications to practice (Brint, 2001; Ruiz Ben, 2009). 
Nursing work has  historically been perceived as not requiring knowledge at an 
advanced level (Letvak, 2001) and in Indonesia  has long been  marginalised in the 
development of the health care workforce. This is, in part, because of the social 
construction of nursing as women’s work, a factor that linked nursing to the traditional 
position of Indonesian women as subordinate to men. Where women were constrained 
to “women’s work” education was not  encouraged   (Ford & Parker, 2008). Nursing 
was long excluded from the higher education system because it was perceived that 
higher levels of knowledge and skills had no relevance for this occupation.   
Indeed, the case of Indonesia is notable. Nursing education in Indonesia was 
established and remained at the vocational level for many decades. Despite the more 
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recent shift of nursing education to universities in this country, the growth of education 
in speciality areas has not informed or reflected the reality of speciality practice in the 
Indonesian health care system.  
As Gordon and Nelson (2006) argue, the movement of women beyond the patriarchal 
home into the patriarchal world of the  nursing role could only be negotiated on the 
grounds of altruism and self-sacrifice. The conceptualisation of nursing as an altruistic 
occupation  has also meant that the link between nursing and higher education 
remained unrecognised by society at large (Gordon & Nelson, 2005).  As Haigh (2009) 
somewhat cynically argued, for professional recognition, conserving altruistic values 
as a motivating factor is clearly not sufficient.  While the above authors were writing 
about nursing development in Western countries, the perception of nursing as an 
altruistic endeavour has similarly, and to some extent more so, justified a lack of focus 
on higher education for Indonesian nurses. Davies (1995) work on nursing in Western 
countries also resonates in the Indonesian context where nursing voices have been 
effectively silenced in political debate and nurses are absent from political decision-
making. The lack of a nursing voice at the policy making level is evident in the 
prolonged process of gaining a regulatory framework to govern and support nursing 
practice in Indonesia. The early impetus towards professional autonomy was initiated 
in 1989 and 25 years later, on September 25, 2014, assent was given to a legal nursing 
regulatory structure.  
The politics around occupational boundaries were also gendered in this research.  
While the work of the very largely female ED nurse workforce was broadening, so the 
male dominated profession sustained control through the mechanism of delegation.  
The result was an extension of the practice gained by ED nurses, yet without clear 
jurisdiction  because the practices were shared with the medical profession. 
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Thus the interaction of gender and the health care system in Indonesia (as elsewhere) 
both reflects and reproduces what Meerabeau (2005) refers to as a gendered 
substructure of organisation.  This created the conditions wherein ED nurses had less 
power to respond to challenges in the health care context. 
7.3.2. The challenges 
Social, economic and political change in Indonesia has given rise to increasing 
expectations of the public regarding health care services and in particular emergency 
care services.  Demographics alone are indicative of the pressure on the Indonesian 
health care system. The population of Indonesia in 2013 was the fourth largest national 
population  in the world (WHO-SEARO, 2013). The population was approximately 
237,326 million, with  60 % residing on the island of Java- Bali (National Central 
Bureau of Statistics-Biro Pusat Statistik Indonesia [NCS-BPS], 2010). These Java- Bali 
islands have the highest number of urban centres and almost the entire population lives 
in urban areas (National Central Bureau of Statistics-Biro Pusat Statistik Indonesia 
[NCS-BPS], 2010). As example, in the West Java province, where this research was 
conducted, the population reached 46, 183, 642 in the year 2013 (PUSDALISBANG 
[Centre of data analysis and development], 2015).    
In addition to the above and as argued in this thesis, economic and industrial growth 
and associated lifestyle transformations have broadened the sphere of activity of health 
professionals including the ED nurse. Indeed, the high numbers and high complexity of 
patients presenting to Indonesian EDs is linked to the rapid growth of the urban 
population and increased intercity traffic and life style.  As indicated by WHO (2007), 
this situation has produced an increase in fatal diseases such as stroke and heart disease 
and road traffic injuries. The result of all the above has been a growing number of 
patients presenting to EDs and a rise in the severity and complexity of ED cases.  
 Securing Legitimate Power 187 
A further impetus for change was the 2014 introduction of national health insurance in 
the form of a Social Security System or SJSN (Secretariat General of the Ministry of 
Health, 2015). This policy reform reshaped community access to health care services 
at general hospitals and in particular emergency health care services.  Thus, these 
factors and the significant growth of the   middle class  in Indonesia served to  elevate 
social expectations of quality health care services.  
The above changes brought focus to the challenges for ED nursing in securing authority 
and control over nursing work. While the ED nursing role was extending in substance 
this was not accompanied by any expansion of professional regulation or recognition.  
7.4. Contemporary ED Nursing  
As this research has illustrated, ED nursing in Indonesia lacked the authority to 
negotiate change to scopes of practice. This was so despite the fact that an extending 
scope of practice was crucial to both effective medical practice and the delivery of 
emergency health care services.  The positioning of ED nursing is reflected in lacking 
authority and shifting practice boundaries. 
7.4.1. Lacking Authority    
For professions, knowledge and regulation have traditionally been key sources of 
legitimate authority. Suchman (1995) defines legitimacy as ‘a generalized perception 
or assumption that the actions of an entity are desirable, proper, or appropriate within 
some socially constructed system of norms, values, beliefs, and definition’ (p. 574). 
Hence,  legitimacy is socially constructed and  based on the shared beliefs of a social 
group or society in that context (Suchman, 1995).  In other words, legitimacy is a 
product of a social process and serves as a basis for professional authority.  
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In nursing, professional authority is embedded in laws (and/or regulations) and 
relevant formal knowledge for the nursing role in that context. Significant to this 
research is Weber’s conceptualisation of legal rational authority. Weber (1947) argued 
that legal rational authority is legitimised through formal rules and laws produced by 
the state.  Zimmerman and Zeitz (2002) and Haug (1998)  have suggested that 
knowledge is also a the source of legitimacy in the health care context.  Formal  or 
codified knowledge of a profession hence provides a framework for professional 
practice and is disseminated through formal education and professional bodies, all of 
which are sources of legitimacy  (Scott & Meyer, 1994b).  
The lack of authority of the nursing role has its origins in Indonesian history and social 
structure that shaped the political processes related to nursing. Such cultural influences 
underpinned resistance to proffer nurses access to formal education at a higher degree 
level, thereby reinforcing nursing as of lesser status.  The absence of nursing regulation 
was a symptom of a lack of professional autonomy and as such control over the 
expansion of nursing roles. This has also meant that there was no legal basis by which 
nursing could define and negotiate work boundaries for nurses.   
7.4.2. Shifting Boundaries  
Work on occupational boundaries tends to infer the stability of professions. Yet 
boundaries are constantly contested and continually evolving (Nancarrow & 
Borthwick, 2005). Nonetheless, where there are power differentials some professional 
groups will gain status through, for example, delegating practices to subordinate 
groups.  The concept of boundary work is related to professional autonomy, authority 
and expertise (Gieryn, 1983) and  to the field of practice and the fields of knowledge 
of the professions (Fournier, 2000).    
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Scopes of practice in nursing are similarly flexible and evolve along with political, 
economic and organisational exigencies. As such and as argued elsewhere, the 
expansion  of  ED nursing roles appears unavoidable (Brook & Crouch, 2004; Hudson 
& Marshall, 2008).  For the ED nursing role in Indonesia, flexible work boundaries 
meant a shift in the demarcation of nursing work beyond traditional boundaries in 
response to internal and external factors.  
Flexible work boundaries exist along with role substitution processes where the levels 
of education, power and authority are not equivalent, allow for  the delegation of tasks 
across professional boundaries (Nancarrow, 2004). In this research, shifting practice 
boundaries were unaccompanied by relevant authority and policy support and 
manifested as a blurring of around ED nursing work.  The phenomenon of blurred 
boundaries was indicative of a process of vertical role substitution where the extension 
of nursing work was a response to factors largely outside the control of nursing. This 
phenomenon was complex and somewhat contradictory.  While, on the one hand, the 
blurring of boundaries had sustained a situation where advanced practice nursing 
remained invisible,  on the other hand, a changing scope of practice was indicative of 
extended ED nursing work and the evolution, even if without recognition, of an 
advanced nursing role.  
Nonetheless, ED nursing as an expert or specialised field remained largely invisible.   
This was because there was an obscure link between the extended nursing role and 
formal education and no regulatory basis to support autonomy over that role. The 
processes of role substitution and informal learning contributed to a blurred 
demarcation of nursing work. 
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Informal learning, although critical to the ED nurses in this research, produced nursing 
knowledge and skills that were largely tacit and hidden. Informal learning is associated 
with tacit knowledge (Eraut, 2004) and   silent forms of knowledge (Higgs & Titchen, 
1995). An unacknowledged scope of practice signified the position of Indonesian 
nursing society as depicted in securing legitimate power. 
7.5. Securing Legitimate Power 
The evolution of nursing globally has been embedded in an inequitable distribution of 
authority. In this research, lack of authority and shifting practice boundaries were 
indicative of the interplay between power, knowledge, culture and gender that gave 
rise to conflict. Yet, conflict was an essential part of the process of change in 
Indonesian nursing society.  Conflict provokes innovation and creativity and  also new 
institutions that might  lead to the improvement of a social system (Coser, 1957). 
Because conflict and contradictions generate new ideas and challenge a passive 
system, conflict is integral to change. While social change had demanded an expansion 
of ED nursing role, without conflict, recognition of the legitimacy of the changed 
scope of practice remained subdued.  
As a profession, nursing at the individual and social levels demands the evolution and 
growth of education to support practice. The lack of support for the development of 
clinical nursing to a specialist level was evident in the limited access by nurses to 
education. The daily practice of ED nurses was characterised by greater responsibility 
for more complex work and yet this group had no authority to define or to claim the 
extended activities that were being undertaken as nursing work.  
The above discussion puts emphasis on the subordination of ED   nurses that is 
grounded in the complexity of historical-cultural, social and political processes. The 
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culmination of these processes constructed the conditions for the delayed development 
of the basic social structural processes that were critical for securing legitimate power: 
the production of legitimate knowledge and advanced practice and the inclusion of 
Indonesian nursing in the self-regulation process.  
7.5.1. Self- Regulation 
The recognition of a profession starts with the achievement of professional self-
regulation or professional autonomy which indicates that a government has granted a 
body the status of a fully-fledged profession  (Saks, 2010). This means that state 
authorisation of legal closure or professional self-regulation is essential to professional 
power. Professional self-regulation is characterised by shared  power between the state 
and profession through the presence of  laws   and  statutory bodies. Thus nursing law 
reflects the rights of a nursing profession to self-regulate and to shape nursing practice 
(Adams, 2009).  A statutory body is then the key symbol of self-governance of a 
profession (Saks, 2002) which has the authority for the production of standards of 
professional conduct and nursing education (N. Collins et al., 2008). As such,  the state  
bestows upon  the profession the  power or the right to engage in self-regulation. An 
implicit bargain underlying the provision of professional self-regulation by the state  
is that the profession will perform as a knowledge based occupation which guarantees 
certain standards of practice of accredited practitioners (Allsop & Saks, 2002).  It is 
here that   knowledge assumes importance in securing professional power. 
The concept of professional self-regulation originated from the theory of social closure 
as grounded in the work of Weber (1968) and reflects  the process by which ‘social 
collectivises seek to maximise rewards by restricting access to resources and 
opportunities to a limited circle of eligible participants’  (Parkin, 1979, p. 44). For 
Parkin, social closure or occupational closure, refers to the strategies utilised by 
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particular social groups or  professions to control market conditions and to secure  
privileged positions by excluding rival groups (Parkin, 1979). In the current research, 
the concept of social closure pointed to legal closure over the provision of professional 
services through professional regulation by the state. For that reason, state 
authorisation of legal closure is important in the achievement of professional 
autonomy and power.  
In his neo-Weberian work, Saks (2010) locates knowledge as less important than social 
and political power. For Saks (2010), knowledge and expertise are not the focus in 
defining a profession although are considered important in ensuring a successful 
professionalisation process. Conversely,  Brante (2010)  has indicated that  professions 
gain  status from  unique scientific knowledge which, when applied in  practice, carries 
considerable  authority. Similarly,  Evetts (2003) has defined a profession as a 
knowledge-based occupation with reference to the higher degree level of education. 
Freidson (1988b) has indicated that knowledge as one of element for gaining and 
maintaining  professional power or authority. Harrits (2014),  in line with Freidson 
(1988a), Evetts (2003) and Brante (2010), argues that professional closure requires not 
only a political  process for  establishing state authorisation but also a social process 
related to the knowledge formation of the profession. For Harrits (2014), knowledge 
is also central for professional power.  
However, as is the case internationally, the achievement of professional autonomy in 
nursing has taken the course of a long struggle because of the interrelationship of  
power and gender, professional knowledge and practice.  This thesis concludes that, 
for Indonesian nursing, both political processes and the existence of a body of 
professional knowledge are central to the achievement of professional self-regulation 
or professional autonomy. For nursing in Indonesia, professional regulation is critical 
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to  professional power, as it engenders for nursing the right to  self-governance.  Self-
governance, in turn, is just as much a condition for, rather than a product of, control 
over an area of knowledge.  In relation to professional autonomy and  nursing, Witz 
(1992) indicated that three key issues are embedded in  professional regulation; 
centralised control over nursing in the form of statutory controlling body or nursing 
council, representation of the majority of nurses in that the controlling body; and one 
system to entry into nursing. This suggests that  through  professional regulation, 
Indonesian nursing would  gain legal power from the state to control entry, practice, 
and education.  Hence, from the above we see that professional self-regulation  reflects 
the support of the state for the institution of self-governance.  
The delay in  the institution of nursing  self-regulation in Indonesia is  also associated 
with the position of nursing as an occupation dominated by women.  Thus the struggle 
to achieve professional regulation is interpreted as the triple historical subordination 
of nurses;  as women in relation to men, as principally employed by the hospital 
authorities and as “handmaidens” in relation to medicine (Davies, 2002).  Hence, the 
attainment of professional self-regulation for nursing means a struggle against the 
subordination and gender inequality that still exist.   
The struggle for nursing autonomy in Indonesia is also related to the positioning of 
nursing within a complex net of power roles; the government through the ministries of 
health and education, politicians, the professional elite, the medical association, and 
the nursing association.  The government, through the Ministry of Health, has the 
power to regulate the health care workforce and the Ministry of Education has the 
authority to govern the national education system including higher education for health 
professionals. Politicians have the power to initiate the process and provide approval 
for the implementation of laws included nursing laws.  
 194 Securing Legitimate Power 
The professional elite appeared in the Ministry of Health as bureaucrats, in the 
parliament as politicians and professionals and in the higher education system as nurse 
educators. These positions combined have considerable power to encourage or 
discourage the approval of nursing laws in Indonesia and the development of nursing. 
Members of the professional elite who were in a position to move forward the 
professional recognition of nursing assumed the role as leaders in the movement of 
nursing to higher education. Nonetheless, within this elite a gendered hierarchy also 
existed.  
Until the year 2012, any progress on the development of nursing law was mediated 
through the Ministry of Health which was persistent in its opposition. This was 
associated with the phenomenon of sharing power between the Ministry of Health and 
nursing as a profession.  Prior to the enactment of the national education law in 
Indonesia, the Ministry of Health held the power to control the health care workforce 
and the practice and education of all health personnel at the diploma level. The 
institution of professional self –regulation was associated with a shift of power, or a 
sharing of power, in the governance of nursing between the state and the nursing 
profession. 
Led by INNA, political and social action had been undertaken consistently by the 
Indonesian nursing society over 25 years. Nursing law No. 38, 2014 (The Republic of 
Indonesia, 2014b) which was approved in a plenary session on 25 September, 2014 
and signed on October 17, 2014, by the President of the Republic of Indonesia, was a 
significant achievement for Indonesian nursing.  This law provided a legal basis for 
self- regulation.  Within a self-regulatory framework nursing has the opportunity to  
enact  a degree of autonomy to determine the content of nursing practice  with the 
protection of the state (Moran, 2002) and also to implement control through the 
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standardisation of practice and education. Growing political support for nursing self-
governance coincided with a rise in the number of nurses with higher degrees and the 
growth of higher degree nursing institutions in Indonesia.   
7.5.2. Legitimate Knowledge and Nursing Practice  
Legitimate knowledge is a dimension of a process that engenders for nursing the 
authority, formal recognition, and legitimate power that is critical for positioning 
nursing in the health care system. Legitimate knowledge refers to knowledge that is 
communicated in an academic setting. It is also known as official knowledge and is 
generated and protected through professional or institutional research (Apple, 1992). 
However and as indicated above, the construction of knowledge as legitimate is also 
embedded in a complex social process which encompasses historical, social, cultural, 
gender, and political forces. As Apple (2014) explained, how knowledge becomes 
legitimate is understood as a process that points to the existence of a  relationship 
between the knowledge and the broader  society. Hence, what is present in society as 
legitimate knowledge partly reflects how domination and subordination are 
reproduced and modified in that society (Apple, 1993). The most legitimate knowledge 
in a  context, reflects  critical messages concerning groups or classes  who are in a 
dominant position and who have links to power networks in that society (Apple 1993). 
The right to determine what is considered legitimate knowledge  relates to the  
economics and politics of regulation which involve state authority and reflect a 
symbolic control of public knowledge (Apple, 2014). In the health care context, the 
construction of legitimate knowledge has involved the struggle of marginalised 
occupations shaped by gender, the state, dominant professions, society, and formal 
knowledge at the higher degree level. 
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In Indonesia, the construction of nursing knowledge as legitimate knowledge also 
requires structural change and a political process since the production of such 
knowledge is related to the gender struggle for equality. The gendered exclusion of 
nursing in the production of legitimate knowledge has manifested as a disconnect 
between nursing and the nexus of knowledge at the higher degree level and thus power 
or professional autonomy. 
Nursing cannot sit outside the dominant social structure that gives rise to a hierarchy 
of occupations and thus legitimate knowledge is critical in claiming an area of 
expertise for nursing within the existing health care system. The construction of 
legitimate knowledge for ED nurses in Indonesia can be explained as a struggle to shift 
what is largely invisible nursing knowledge from the margins in health care to a 
position where that knowledge is recognised by the Indonesian health care system and 
the broader society. This means that transforming an area of practice into a legitimate 
profession is possible, as professional knowledge is malleable and expandable. In this 
sense, state recognised expert knowledge is important  for  the process of both 
maintaining and  expanding  professional positions and for professionalisation (Allsop 
& Saks, 2002). For Indonesian nursing, the recognition of emergency nursing 
knowledge as legitimate is a social process linked to the formalisation of nursing 
knowledge and power to networks.  
Kuhlmann (2006a) indicated that the making of legitimate knowledge acknowledges 
the importance of structural change and the power of professional knowledge to 
reconstruct boundary work. Such structural change not only involves the inclusion of 
nursing as a key stakeholder in self-regulation (as argued in the previous section), but 
also the development of gender-mainstreaming policy in the Indonesian health care 
system.  
 Securing Legitimate Power 197 
The interconnection between political gains, tertiary knowledge  and  professional 
regulation have been the focus of  Indonesian nursing  in gaining professional authority 
and positioning nursing more strongly in the health care system. Nonetheless, the 
expansion of nursing education at the post graduate degree level, of itself, is more an 
endpoint to a long struggle for political strength to establish professional autonomy for 
Indonesian nursing. The repositioning of nursing in the Indonesian health care system 
also requires the political will of the government to develop gender-mainstreaming 
policies that reflect equal access and participation for nursing.  This  includes the equal 
participation of women in the regulatory processes and practices which is  considered 
a prerequisite for the achievement of effective governance (United National 
Development Programme, 2014). Policy reform is critical, since the marginalisation 
of nursing from power in decision-making in the Indonesian health care system has 
been underpinned by gender issues.  
 7.5.2.1. Gender mainstreaming  
Positioning nursing in the health care system suggests the importance of bringing 
gender mainstreaming strategies to the process of change. The concept of gender 
mainstreaming is an overarching term that refers to strategies around gender equality 
and policy making. The term  applies to the health sector (and other public services) 
and is endorsed and supported by organisations including the WHO (WHO, 2002b, 
2011), United National Development Programme (2014), ILO (International Labour 
Organization, 2009), the European Union (Council of Europe, 1998), the World Bank 
(2011) and the United Nations (1999) (Kuhlmann & Annandale, 2012). 
A gender mainstreaming policy in the Indonesian health care system would involve 
the reshaping of nursing as work and as an occupation that is rewarded for better 
outcomes in health care for society. Gender-mainstreaming in the health sector is 
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embedded in human rights. Such policies reflect what is right ethically and legally and 
as the WHO points out are critical for better results, more sustainability and equitable 
outcomes (World Health Organization, 2011). Gender equity refers to: 
…fairness and justice in the distribution of benefits, power, resources 
and responsibilities between women and men (and). … recognizes that 
women and men have different needs, power and access to resources, 
and that these differences should be identified and addressed in a 
manner that rectifies the imbalance between the sexes (WHO, 2002b, 
p. 2).  
 
Gender equality is defined as the absence of discrimination based on a person's sex, in 
opportunities, resource allocation or benefits, and access to services (WHO, 2002b).  
Thus gender mainstreaming in health policy is assigned both as an approach to reduce 
social inequalities in health care services for providers and receivers and to improve 
the quality and efficiency  in the provision of health services (Kuhlmann & Annandale, 
2012).   
Health care is a patriarchal system and  gender inequality in Indonesian health care has  
manifested in the form of  marginalisation of nursing in the regulatory process for  
decades; inequality in authority, unequal access to education required for practice, and 
exclusion from recognition of  the expert status of nursing in the health care system.  
As argued  by Newman (2014),  gender inequality creates  system inefficiencies in  
health care that contribute to blocked  education channels for  health care workers, 
conflict,  and the misdistribution of the health care workforce. Furthermore, it  impedes  
better outcomes in health care,  obstructs the development of a strong capacity in  
health workers critical to respond to current and future health care needs of the society 
(Newman, 2014). Gender and power relations are the root causes of gender inequality 
and greatly affect and determine the health of  entire communities (Sen & Östlin, 
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2008). Gender inequality in health care, therefore, has a harmful impact on all people 
in terms of health status, social and economic robustness, and physical and mental 
wellbeing.  Inequality also represents a deviation from the realisation of human rights 
such as equal recognition, participation and access to education to support practice in 
relation to, for example, the ED nursing role in Indonesia.  
Addressing gender mainstreaming in health care sectors and in nursing, in particular, 
requires social action that involves nursing, states and societies at large.   Structures 
that govern gender systems in a community manifest through beliefs, norms, 
organisations, behaviours and social practices (Sen & Östlin, 2008). As  Sen and Östlin 
(2008, p. 10) argued,  removal of the ‘organizational plaque’ involves  challenges to 
well established patriarchal power structures,  to intimidating existing lines of control, 
resources, authority, and prestige and demands new ways of thinking  and doing. Thus 
and while  the healthcare sector is patriarchal, gender inequality and inequity are  
socially regulated and  therefore  open to change (Sen & Östlin, 2008).  
 
Gender mainstreaming requires a strong commitment and awareness of nursing to 
enable a shift of nursing to equal status and recognition in the health care context. This 
transformation process will challenge existing power relations and decision making / 
policy making practices in the health care context because it will see the appearance 
of a strong nursing voice at the macro level in the health care setting.  
Such a transformation  process also  acknowledges the importance of the existence of 
network groups of expert nurses who  have a significant role both in disseminating 
knowledge and gender mainstreaming policies (True & Mintrom, 2001). This group 
of expert nurses will need considerable power to negotiate on the behalf of nursing to 
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secure state commitment to and accountability for gender sensitive policies in the 
health care context. 
As such, the repositioning of nursing  points to the need for state commitment to 
provide access to the circle of power  or regulatory processes that will reflect the 
representation of the nursing voice and perspective  at the policy level, in Indonesia. 
The inclusion of nursing in policy making processes rests on the state capacity to 
promote equality and equity. As indicated by Cornwall and Edwards (2015),  the 
representation of women's voices has considerable impact for enhancing the ability of 
the government for the production of policies that reflect women’s' right. 
State political will in securing gender mainstreaming is thus central to the acquisition 
of equity and equality for nursing in the health care system. The implementation of 
gender equality and equity in Indonesia however  remains a challenge (Yumna, 
Febriany, Syukri, Pereznieto, & Malachowska, 2012). Inequality related to nursing 
role was evidenced in the marginalisation of nursing from the production of expert 
knowledge and power networks in the health care context.  Gender inequality  is also 
embedded  in laws and policies that sustain the unequal positioning of women (E. M. 
King & Mason, 2001).  Furthermore, the state establishes and develops policies and laws 
to govern professional practice and the society. Hence, the state has a significant role 
in institutionalising gender equality and yet historically has  allowed only a limited 
space for social structural changes to occur  (Mukhopadhyay, 2014).    
The state shapes the institutionalisation of gender mainstreaming policies  and   
mainstreaming acknowledges the importance of creating a process of change at the 
level of institutional strategies and mechanisms to provide access to women to 
participate in decision making at all levels (Ravindran & Kelkar-Khambete, 2007). 
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Gender mainstreaming policies in health care in Indonesia are still under question   as 
evidenced in the lack of formal recognition for nursing practice as expertise.   Indeed, 
in the international context, state commitment to mainstream gender  sensitive policies 
is  inconsistent and the  gender mainstreaming effort generally involves only a few and 
often discreet activities rather than an overall  integrated process (Moser & Moser, 
2005).  Part of the issue is that organisations such as the UN that advocate the 
institutionalisation of gender mainstream policies and yet  devolve responsibility and 
accountability to the states  (Assembly UN General, 1997). This is reminiscent of the 
broad international Alma Ata 1978 agreement around primary health care and the 
subsequent failure of both developed and developing nations to institute 
comprehensive change.  Just as the WHO proposed primary health care  as  the critical 
strategy to achieve  better health for all society so mainstreaming gender is now 
assuming the same space  (WHO, 2002a).  
One challenge and as Moser and Moser (2005, p.14) have argued, is that gender policy is 
most often developed at the organisational level and mediated by specific interests and 
ideology. This means that gender policy and ‘the organisational mandate’ need to be 
compatible. Thus, the implementation of gender main streaming in health care in Indonesia   
will need policy shifts that will rest on a fundamental change to the existing paternalistic 
and gendered health professional hierarchy.  
The implementation of gender mainstreaming in health care sector is, therefore,  
dependent upon  the presence of political will, legal frameworks and resources that 
support gender equality and equity,  national and international mandates and a strong 
movement on human rights (Ravindran & Kelkar-Khambete, 2007).  At the social level, 
raising awareness of and commitment to stronger human rights and gender sensitive 
values within society is critical for Indonesian nursing at all levels, as part of the larger 
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civil society. Gender inequality in nursing has been embedded on the social 
construction of women in Indonesia. Emphasising the accountability of all in society 
for shifting toward gender norms is important to both maintain and support gender 
equality and human rights and it implementation on daily social practice within the 
society. This social process may enhance the diffusion of gender sensitive values in 
society and also impacted on weakening gender hierarchy on health care structure, 
accordingly it provide positive influence for nursing position in the health care system 
in Indonesia. 
In summary, the construction of legitimate knowledge is a social and political 
endeavour that is associated with the securing of legitimate power and the 
repositioning of nursing and as a necessary consequence, other health professions, 
within the Indonesian health care system. The subjugation of women and hence 
nursing as women’s work in Indonesia saw  the exclusion of nursing from regulatory 
processes  and  from determining what would be considered legitimate in terms of 
knowledge. Nursing in Indonesia, therefore, has long experienced structural 
constraints to the positioning of nursing in the Indonesian health care structure. 
Structural change is a pre-requisite for the inclusion of nursing as a key stakeholder in 
self-regulation; the institutionalisation of nursing knowledge at an expert level or 
advanced level through the development of professional nursing education at specialist 
level at the university education system; and   the institution of gender-mainstreaming 
in the Indonesian health care system. These structural changes would serve to weaken 
the existing gender hierarchy to be replaced by an equality and equity that will 
underpin the reposition of nursing in the Indonesian health care system. 
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7.6. Summary 
The core category securing legitimate power explains the  basic social process 
underpinning  the development  of the ED nursing role  and the positioning  of nursing 
at a macro level in Indonesia where  social,  gender and  power relations exist as 
historically embedded constraints on the advancement of nursing.    
This central theoretical proposition explains the interrelationship of nursing in the 
clinical setting and nursing at the macro or broader social level in Indonesia.  Structural 
constraints on the recognition of ED nursing as professional practice include the 
hegemonic (and global) perception of nursing as women's work and as altruistic which 
are mutually reinforcing. These interrelated issues are the product of a patriarchal 
social system that has marginalised nursing in the university education system and at 
the clinical level.  Nonetheless, while nursing has lacked professional power, social, 
economic and political changes in Indonesia have increased the demand for emergency 
care services which in turn have driven the extended nursing role in the ED setting. 
This gave rise to a fundamental contradiction where ED nurses were required to 
undertake more complex work and indeed some of the work of medical doctors, 
without a sanctioning of their authority to do so.  Such a contradiction should serve as 
an essential element of the process of change in and for nursing at the clinical and 
macro level in Indonesian. The positioning of ED nursing in Indonesia in this research 
was thus defined by the concepts of lacking authority and shifting practice boundaries. 
The concept of authority reflects one dimension of professional autonomy and status. 
Lacking authority explained the nexus between professional power and knowledge and 
associated legitimacy, or otherwise, of the ED nursing role. Knowledge defined as 
expert and professional self-regulation are two keys elements considered central to the 
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achievement of professional authority. The absence of these elements was reflected in 
the inequitable distribution of authority in the health care system and inequities in 
financial reward and control in the workplace. 
The concept of work boundaries incorporates professional authority, autonomy and 
professional knowledge. Shifting practice boundaries depicted the blurred 
demarcation of nursing work and the lack of authority to control the positioning of 
nursing. This phenomenon was complex as it had, on the one hand, sustained a 
situation where the broadening of   practice remained invisible.  Yet, on the other hand, 
the changing scope of practice was symptomatic of the evolution of nursing role and 
even if unrecognised, of the appearance of an advanced practice nursing role.  
This research points to the positioning of ED nursing in Indonesia and the social and 
political conditions that have underpinned the development of this area of practice. For 
Indonesian nursing, professional self-regulation is considered critical for securing 
legitimate power as it reflects state recognition of professional status and professional 
power through the presence of legal and statutory mechanisms.   While professional 
self-regulation is considered important in securing legitimate power for nursing, the 
research findings emphasise the antecedents of the struggle for professional status. The 
juxtaposition of issues of gender, culture and economic growth gave rise to the 
contradictory space within which ED nursing was situated. Nonetheless, this 
contradictory space points to not only the constraints but the possibilities for the future 
of nursing in Indonesia.   
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7.7. The significance of the research 
This is the first major research that has explored the ED nursing role in Indonesia. New 
knowledge from the research poses a theoretical explanation of the ED nursing role 
through the core category securing legitimate power and related concepts of lacking 
authority and shifting boundaries. The theoretical explanation depicts new knowledge 
about the interplay of gender and culture, political change, knowledge, and power 
relations that explain the positioning of ED nursing in Indonesia.    
7.8. Limitations of the Research  
The objectives of the research have been achieved and yet some limitations were 
inevitable. First of all, this research was focused on the exploration of the nursing role 
in Indonesian ED settings. Constructivist grounded theory stresses the importance of 
reviewing literature in the Indonesian context. However, there were no prior studies 
related to the nursing role in the Indonesian context and particularly the ED settings. 
Prior understanding of the research problem, therefore, was obtained largely through 
related literature from the international setting.  The issues have been mediated by 
comparing and linking the research area to the conditions in Indonesian context. 
A second potential limitation is that the information generated during the interview 
process was at times culturally sensitive in the Indonesian context. This meant that the 
information provided may have been limited.  Nonetheless, the use of theoretical 
sampling and multiple sources of data to some extent mitigated this issue.  
7.9. Implications and Recommendations 
The research findings make a significant contribution to nursing practice at the clinical 
ED level and nursing education in Indonesia in general.  
 206 Securing Legitimate Power 
7.9.1. Implications and recommendations for nursing practice and EDs  
For ED and hospital institutions, the research has underlined the need for policy 
support in terms of clear regulations, formal recognition and appropriate educational 
preparation for an expanded nursing role in ED setting. This is because nursing 
practice in the ED setting has shifted to more complex levels of activity and the nursing 
role in the ED setting is at the front line in the provision of emergency care services.  
The provision of standardised, safe and quality emergency care services is a product 
of standardised health professionals. Standardisation of education that meets the needs 
of society is critical for nursing. 
This research concludes that it is critical to support the nursing role in the ED setting 
through support in term of policies and regulation, standard procedures, standardised 
educational preparation for the nursing role in ED setting. 
The findings of the research also point to the need to examine or to review existing 
policies and regulation at the institutional level to support the transparency of the 
nursing role as the front line in the ED setting.  The support for an expanded ED 
nursing role may include the development of standard procedures (standard 
management) in ED. For Directors of Nursing and ED managers, this research 
underlines the need to review the role descriptions of ED nurses to reflect daily practice 
and responsibilities.  This is important for the purpose of formal recognition and equity 
in the work place. 
7.9.2. Implications and recommendations for nursing education 
The results of the research revealed the need to reconstruct emergency nursing 
knowledge in the Indonesian context through the development of specialty level or 
advanced practice education.   
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Nursing education at the higher degree level will create a system that connects nursing 
practice at the clinical level to the production of research. This in turn will give some 
greater legitimacy to nursing knowledge as it is applied in the area of emergency 
nursing which is critical to attaining professional authority.  
7.9.3. Implications and recommendations for nursing associations and the 
Emergency Nursing Society           
 
A key implication of this research is that comprehensive nursing practice regulation 
must be the legal basis for nursing practice in Indonesia. The delay in state sanctioning 
of nursing regulation undermined the legitimacy and authority of nursing practice in 
Indonesia. This, in turn, underscored the lack of professional power attributed to 
nursing.  
This research  has shown that the development of emergency nursing as  specialty level  
practice also requires the collective effort  of emergency nurse professional 
organisations  and the support of INNA and other nursing bodies (if  established  in 
Indonesia).  
The implication for the Indonesian nursing association and nursing bodies is that 
nursing needs   the development of a formal structure to provide formal recognition 
for advanced practice nursing in Indonesia.  There is also a need to develop formal 
competency assessment for nurses in the clinical setting that will contribute to the 
standardisation of nursing work and nursing practice in specialty areas, such as 
emergency nursing.  
For the emergency nursing society, the research points to the inevitable evolution of 
emergency nursing to a specialty level of practice.  This group of ED nurses are central 
in the development of nursing role in ED setting as a specialty level of practice.  A 
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lesson learned from Western society is that the development of nursing roles in 
emergency settings to the specialty level can be achieved through the efforts of ED 
nurses and the nursing society at large when the broader environment is supportive. 
The research has highlighted the importance of the support of a coherent and unified 
society of emergency nurses in pursuing the professionalisation of ED nurses.  It also 
emphasises the significance of the development of a certification process to provide 
formal recognition for emergency nursing as specialty practice in Indonesia. This 
research has underlined the crucial role of an emergency nurses’ association in creating 
a united voice to support the professional development of ED nurses and better 
educational preparation for ED nurses.   
7.9.4. Implications and recommendations for policy consideration 
A finding of this research is that the ED nursing role in Indonesia has broadened in 
scope of practice to the extent that it mirrors specialist work but without concomitant 
authority.  ED specialist nursing is not recognised in the Indonesian health care system 
or in Indonesia society more generally.  
The implication thus of the research is that   policy support from the government is 
required in terms of formal recognition of specialist nursing practice. Second, this 
research suggests a need to review current policies around health care services and 
nursing practice as part of a process of instigating the necessary reform of the 
Indonesian health care system. Such a review will extend to nursing as specialty 
practice or advanced practice and gender equality and equity in nursing and in the 
health care system.  These fundamental changes are necessary for the promotion of the 
professionalisation of Indonesian nursing to support quality of health care services and 
to address changes related to globalisation.  
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7.9.5. Implications and recommendations for future research  
This research has produced a theoretical explanation of   the nursing role in the ED 
Indonesian context. The ED nursing role has been constructed as a result of   complex 
interrelationships between power, gender and culture and social and political change. 
The phenomenon of shifting practice boundaries is multi-faceted and linked to 
professional knowledge and authority. It is also related to internal factors and others 
trends external to nursing. Future research might explore this phenomenon in greater 
depth and focus on the construction of nursing knowledge in the clinical setting, 
expanded nursing role and regulation and also the defining of nursing work in 
Indonesia. Further research may be conducted more broadly because Indonesian health 
care is not homogenous.  
Future research might also explore an evaluation of knowledge and skills of ED nurses. 
The objective of such an investigation would be the standardisation of the 
competencies of the ED nurses through an analysis of the existing competencies of 
those nurses and the development of informed curricula. Future research may also be 
necessary to evaluate or redefine ED nursing competencies and emergency nursing 
knowledge at the specialty level.  
Finally the theoretical propositions produced in this research contribute new 
knowledge which will give impetus to the ongoing professionalisation of nursing in 
the Indonesian ED context.   
7.10. Conclusion  
This research has produced a theoretical explanation of the concept of securing 
legitimate power as a basic social structural process that has underpinned  the 
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development Indonesian nursing and of ED nursing in that country. Legitimate power 
is considered essential to a profession because it is integral to formal recognition, 
professional authority and autonomy.  This form of power is thus critical for the 
positioning of nursing in the health care system.  
Securing legitimate power, however, was embedded in a social process underpinned 
by the complex interconnections of nursing and the wider social system. The social 
process reflects the interrelationships of power, knowledge, gender, culture and social 
and political change. The composite of these factors resulted in the exclusion of 
nursing from the production of legitimate knowledge and hence from securing 
legitimate power and professional autonomy. Indonesian nursing has consequently 
struggled for legitimate power. The associated lack of authority and shifting nursing 
practice boundaries at the micro level was interconnected to the paucity of professional 
autonomy of nursing at the macro level.  The dearth of control of nurses in defining 
what they do and how their work is practiced was reinforced by social changes that 
demanded the expansion of the ED nursing role. 
Thus internal and external forces, both historic and contemporary, gave rise to conflict 
and contradictions that made more complex an understanding of the research situation. 
Yet, conflict has been an essential part of the process of change in Indonesian nursing 
because conflict provokes innovation and generates new ideas and challenges a passive 
system for the creation of new institutions and a better system.   Thus securing 
legitimate power importantly also reflects the ongoing social action of nurses and the 
nursing society at all levels in the process of pursuing and attaining forms of authority 
for nurses.  
 Securing Legitimate Power 211 
Professional self-regulation reflects official recognition of the profession through the 
institution of self-governance.  Yet, the achievement of professional autonomy has 
been a long struggle in Indonesian nursing linked as it is to  the nexus of power and 
gender, professional knowledge and nursing practice and the broader  health care 
system. The process of securing self-regulation also acknowledges the importance of 
the relationship  between profession, state and society where the existence of expert 
knowledge and legitimate knowledge and its reproduction is constructed through and 
for the state.  What is termed professional autonomy is therefore mediated through 
particular interests that align with the state. The thesis thus concludes that the 
professionalisation project is dependent on both the actions of nursing and the power 
of the state to support autonomy. The state, as Freidson (2001, p. 128) points out, has 
the power to legitimate education and support its credentialing. The production of 
legitimate knowledge then is linked to university education systems and the 
development of research. The  important conclusion of this thesis is that construction 
of knowledge as  legitimate is further embedded in a complex mix  of  forces that 
explains the interconnection between knowledge, profession, society and a  health care 
system still characterised by patriarchal values.  A repositioning of nursing in the 
Indonesian health care system requires the state’s commitment and accountability to 
develop gender sensitive policies that reflect equality and equity in nursing and 
Indonesian society as a whole.  
In conclusion, securing legitimate power is a critical component of professional 
authority and autonomy and hence for the reformation of nursing in the Indonesian 
health care system. Securing legitimate power as an ongoing process involves an 
interconnection between nursing and the wider society that is characterised by 
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conflicts and contradictions.  However, it is those very conflicts and contradictions 
that will provoke the development of a new system.   
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Appendix 10: Example of Participants Interviews & Open Coding 
ED-RS –A: 3rd of 10 initial interviews (Interview Participant No. 3) 
 
Researcher Participants Coding Researcher 
Notes 
   PT (BSN) nurse 
in charge in 
Resuscitation 
room, ED 
Hospital type A. 
Could you 
described your 
role in providing 
emergency care 
services?. 
 In my opinion, the roles of emergency nurses 
are related to  the provision of health services to 
patients who have urgent health problem as they 
needed. 
 
1. Nursing role is provide health services  
for patient with urgent health problem 
 
 
  We are working at a teaching hospital under any 
circumstances; hence the health service 
provided to patients must be in line with 
regulations and authority of the hospital. 
 
2. Nursing role should be in accordance 
with authority and hospital  regulation 
 
  The fact that our emergency department is ED 
of the top referral hospital in this province, some 
patients who came to this ED are referred from 
other hospital. 
 
3. ED top referral receive patient from 
other hospital 
 
  Usually those types of patients have already 
received emergency treatment, and require 
advanced treatment. 
 
4. Top referral ED received more 
complex patients 
 
  Most patients who come to this ED, have urgent 
condition and need immediate health care 
intervention 
5. Referred patients need  immediate and  
advance treatment 
 
  The condition of patients admitted to this ED 
highly varies in term of its conditions. They 
range from moderate health problem to severe 
and critical condition including respiratory 
failure, cardio-genic shock, head injury and 
severe bleeding due to traffic accident with 
unstable condition. Sometimes, the patient 
arrived to this ED dead. 
 
6. Most of  patients in this ED  have 
moderate, severe and critical health 
problem. 
7. Severe, critical patient involve: with 
respiratory failure, cardiogenic shock, 
head injury and severe bleeding related 
to  traffic accident 
 
  Considering the ED  patient's condition, mostly 
marked by moderate health problem and 
complicated condition. Therefore, ED nurses 
role required to be supported by knowledge, 
skill and compentencies at advanced level to be 
able to provide health intervention needed in 
such  conditions. Such condition often 
encountered  our daily practice. 
 
8. ED nurses needs advanced level of 
knowledge and skills to deal with high 
complexity and critical cases. 
 
 
 
  The nursing role in ED is providing 
intervention/treatment to patients with critical  
and  unstable conditions at the first place. 
 
9. The nursing role at the forefront in ED 
 
 
  Our role as a nurse in ED should correspond 
with what the patients or community demands 
related to emergency health care services 
 
10. The nursing role in ED link to the 
demand of the community 
 
  In my opinion as an emergency nurses, nurses 
working in emergency setting must be able to 
provide an emergency service to the patients 
who  admitted to ED  and tailor their needs 
 
11. The nurses’ role should correspond to  
the community demand. 
 
 
  In emergency department there are doctors and 
nurses who engaged in providing health service 
directly to the patients. 
 
12. Nurses and doctors are  the  front line 
emergency care  service providers. 
 
 Appendices 249 
  However, for certain emergencies conditions, it 
should be facilitated that the life saving 
procedure may be given either by doctors or 
nurses who are capable and competent,. 
According to the procedure implemented in the 
ICU / ICCU 
13. Either doctor or ED nurses, all should 
competent in Life-saving procedure 
14.  ICU/CVCU nurses did life -saving 
procedure 
 
  As an example, when there a doctor was absent 
in the ED, and there are a patient suffered from 
cardiac arrest and apnoea. 
 Nurses as the front line health professionals in 
the ED must be able to provide life-saving 
intervention such as DC shock to save patient’s 
life 
15. Doctor not always available in ED 
16. Nurses as the forefront in ED must 
have ability in advanced life-saving 
intervention 
17. DC shock is a life- saving intervention 
 
  This time only doctors have the authority to 
perform, DC shock and intubation to the patient 
in ED 
18. Doctors have authority to do life -
saving intervention 
19. Nurses authority for lifesaving 
intervention is unclear 
 
  However, doctors are not always in place, to be 
available on site all the time. 
 
 
20. Doctor not always available in ED.  
  Emergency condition such as cardiac arrest, 
apnoea can occur any time. It often happens 
when the doctor is not available on site (in ED). 
 We knew in that condition the patient urgently 
needed life-saving intervention such us DC 
shock or intubation, as soon as possible 
21. Emergency patient conditions can 
occur at any time 
22. Cardiac arrest patients require 
lifesaving intervention urgently to save 
lives 
 
  
 Hence, if the patient needs an intubation 
procedure and at that time, the doctor 
(anaesthetic doctor) was not available in ED, so 
we have to wait till the doctor come 
 
 
23. When the doctor is not in place, the 
patient has to wait to gain life-saving 
and advanced intervention. 
 
  Sometimes, I felt that the doctor’s came  late. At 
the same time, the patient really needs that 
emergency intervention 
  
24. The doctor some time  comes late, 
when the patient in urgent need 
 
  In that context, I knew that the patient’s 
condition would be getting worse due to 
hypoxia, as she/he did  not receive appropriate 
treatment in timely manner 
 In such situation, I often feel helpless 
25. Waiting means  worsening patient 
condition 
26. feel helpless 
 
 
  For example, this morning there was no 
anesthetic doctor on duty. In fact, we often have 
patient who need intubation procedure in 
morning shift. 
  
27. No  anesthetic doctor, no intubation 
procedure 
28. ED often have patient who requires 
intubation 
 
  In that situation we must consult to on duty 
anesthetic doctor in Intensive Care Unit (ICU). 
 
29. Intubation is authority of anesthetic 
doctor. 
(in top referral ED0 
 
  Usually, the time from we call the doctor until 
she /he come to ED,will take at least 15 minutes. 
However, it was quite often that the doctor 
arrive at ED in more than 15 minutes. 
  
30. Require 15 minutes  waiting for 
intubation  by anesthetic doctor  
 
  Learning from everyday experience, it has 
shown that nurses more often stay in place. 
 It is important that we have nurses with ability 
to conduct emergency intervention such as 
intubation and DC shock. 
 
31. Nurses close to the patient 
32. ED need  nurses with ability  for  
intubation and DC shock. 
Advanced 
practice role in 
ED 
  If nurses are competent to do such intervention 
and have authority to do that, I am sure this will 
be very valuable in improving emergency care 
services to the patients. 
  
33. Nurses with advanced knowledge and 
skills  improve ED care services  
 
  
 As nurses always available here in ED,  when 
emergency intervention is needed, nurses can 
provide prompt response to the ED patients 
 
 
34. Nurses able to provide prompt respond  
 
  We know that the occurrence of respiratory 
failure is often unpredictable. 
35. Respiratory failure is unpredictable.  
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 With hospital informal regulation, that 
acknowledge that intubation in this ED should  
only be conducted by anaesthetic doctor or 
resident, I think this will delay treatment to the 
patient in critical condition in ED 
36. Insufficient hospital  regulation:  
intubation in  should be conducted by 
anaesthetic doctor may delayed 
treatment 
 
  We already discussed this problem with the 
head of ED. However, due to limitation in the 
number of anaesthetic doctor, the problem 
remains unsolved. 
 
37. Anaesthetic doctor  are insufficient in 
numbers  
 
 
  Actually, some  senior nurses in this ED  are 
capable of performing such intervention 
 
38. Senior nurses are able to do intubation  
  In the past (around 5-7 years ago)  senior nurses 
in ED were trained to do such intervention (DC 
shock & Intubation), 
  
39. Senior nurses were learned  life-saving 
intervention informally.  
 
  Due to increasing number  of anaesthetic 
residents the authority to do intubation is only 
given to anaesthetic residents. Nurses and other 
are not allowed. 
 In fact, despite the high number of anaesthetic 
resident, during morning shift this ED has no 
anaesthetic doctor available on site 
40.  Limited authority of  intubation and 
increasing numbers of resident’s 
anaesthetic. 
41. Anaesthetic resident not available in 
the morning shift. 
 
  As a nurse in charge in the resuscitation room in 
this ED. I have responsibility to manage this 
room and to provide services to critically ill 
patients with unstable condition. 
  
42. The role of ED nurses to  manage 
critically ill patients  
 
  Nurses manage critically ill patients in ED. 43. Nurses manage critically ill patients  
  In detail, my tasks involve: checking and 
ensuring that all lifesaving support equipment 
are properly functioning. Ventilator, DC 
shock, cardiac monitor, infusion and syringe 
pump, emergency trolley, to be ready to use. 
  
44. The nurses work in ED involve  with l 
lifesaving equipment  
 
  Inserting infusion pump is nurse routine activity 
to be done, when the infusion is uninstalled on 
the first time the patient arrived. This is 
because  infusion line need to be inserted at 
soonest in unstable patient. 
 
 It is very difficult to insert the infusion line if 
the patient becomes shock  due to    blood 
vessels collapse 
45. Inserting infusion needle is nurses 
routine activity 
 
46. Inserting intra venous line (IV)  in 
patient shock 
 
 
  Some anesthetic residents conduct  insertion 
procedure. If they are new in ED, and learning 
to do the IV line insertion le. 
 
47. Anesthetics resident practice IV line 
insertion in ED. 
 
  For nurses, although, our duty is to provide care 
to ventilated patient unfortunately we have 
not received any related training. 
 
 I learn from other nurses or doctors, and from 
my experience. 
 
48. Lack of formal training for ED nurses 
 
49. Learning by doing from nurses and 
doctors informally 
 
 
 
 . We care the ventilated patients, we monitor the 
patient. During that time, I also learn how to 
care the patient with ventilator. And finally I 
know how to care that patients. 
 
 
50. Know how to do from daily practice 
experience 
 
 
  It is different from ICU nurses, they all had been 
trained previously regarding caring for the 
patients with ventilator. 
 
 
51. ICU nurses are trained properly 
 
 
  In reality, nurses in ED also provide care for 
patients with ventilator, but never have the 
opportunity to attend training in relation to 
respiratory care (ventilator) 
 
 
52. ED nurses have undergone insufficient 
respiratory care training. 
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  Often patients undergo respiratory failure in the 
emergency department, and we take care for 
the patients until they are stable and 
transferable. Then we will transfer the patient 
to ICU. 
  
53. Respiratory failure patient often  
occurs in ED 
54. ED Nursing work, care for the 
respiratory failure patients 
 
  ED Nurses have big responsibility to care the 
respiratory failure patients until the patient in 
the stable condition. This means that nurses in 
ED must be competent to care for patients 
with ventilator. Hence, such compentency 
training should be included 
55. Nursing role in ED require Skills and 
knowledge related to  ventilator care  
 
 
  In addition, nurses in emergency department 
also must be capable of performing cardio-
version procedure/DC shock as mostly 
cardiac arrest occur in ED room 
56. ED nurses  should be competent in the 
conduct of DC shock  
57. Cardiac arrest often occurs in ED 
 
  The fact has indicated that the incidence of 
cardiac diseases is one of top ten  cases patients 
admitted to ED, where the  occurrence  is 
unpredictable . 
58. Cardiac arrest is one of the tenth  
highest cases in ED  
 
  DC shock is lifesaving procedure for cardiac 
arrest patient, ED must have, nurses who capable 
in the conduct advanced life saving procedure 
 However, the standard procedure for cardio-
version/DC shock in ED is still unclear 
 
59. ED  nurses  must capable in lifesaving 
procedure 
60. Standard procedure for DC shock is 
still unclear 
 
  Currently, I rarely see nurses perform cardio-
version in the ED. It is because many nurses in 
ED not capable of doing cardio-version 
61. Some nurses are not able to perform 
DC shock 
 
 
  We have never been trained to deal with such 
cases before, also the authority to perform DC 
shock at this ED is still unclear 
 
 Because no formal regulation exists regarding 
this issue, we follow our   daily practices that 
nurses are not allowed to do DC shock 
62. The authority to do DC-shock is 
unclear 
63. Nurses are not allowed to do the DC 
shock in the  ED level IV (top referral) 
 
 
  For that reason, we have to wait for the doctor 
to do DC shock for cardiac arrest patient 
64. Nurses must wait for the doctor  to do 
DC shock . 
 
  Again in my opinion, as DC shock is lifesaving 
procedure, there should be nurses in advance 
practice level who capable of and have 
authority of doing such procedure. 
 
65. DC shock is lifesaving procedure 
66. ED Nurses must able to do DC shock 
 
  As the delays in decision making to perform DC 
shock can cause death in patients. 
 
67. Delayed DC shock means fatal   
  In the past, nurses were capable of conducting 
DC shock, since they were allowed to do so. 
 
68. In the past  nurses perform DC shock 
 
 
  In the future, I hope there will be nurses who are 
trained to do life saving procedure and also 
have authority to do so. 
 
69. Future ED nurses , able to do live-
saving procedure 
70. ED nurses should have Authority in 
life-saving procedure 
 
  Such life saving procedure may include: 
intubation for airway emergencies; ventilator 
installation for breathing; cardio-version for 
cardiac emergencies and also included 
standardize drugs for resuscitation. 
 
71. Life-saving procedure: Intubation, DC 
shock, resuscitations standardized 
drugs. 
 
 
  I hope, in the near future there will be advanced 
education or training which could provide the 
ability to deal with emergency cases, to do life 
saving procedure and also prepare nurses to 
work better in emergency setting. 
 
72. Expecting advanced  level of 
professional education for ED nurses  
 
  I believe that if nurses have the opportunity to 
get appropriate education to prepare 
themselvesto work in emergency setting, nurses 
could do better in providing emergency care 
service to the patients than today. 
 
 
73. Advanced level of education is needed 
for better ED nurses. 
 
 
 
  Since, nurses always available in ED, compared 
to other profession (doctor).  This will also 
74. Better education for ED nurses produce 
better emergency services for patient 
 
 252 Appendices 
provide opportunities for patients to receive 
treatment or response to their health problems at 
soonest as possible. This will improve the 
quality of emergency care services to the 
community. 
 
 
  In this case, nurses always deal with ED patients 
since the first time they arrived in ED 
. 
 Most ED patients present with  complicated 
condition 
 
75. Nurses as the front line in ED services 
 
 
76. The complexity of cases of ED patients 
often high 
 
  Therefore is very important that ED have the 
nurse with the ability to deal with emergency 
cases and to provide life saving aid to the 
patients who need. 
 
77. ED nurses must be able to handle 
complex cases at the first place. 
 
 
  Actually there are some senior nurses who 
already have this ability. However, as we have 
no legality, so they couldn’t do much 
 
 
78. Senior nurses have the ability to do 
lifesaving procedure,  
79. When the authority is not clear,  nurses 
cannot do much 
 
  In the future, I hope that we could have nurses 
with advanced practice level in ED and also the 
Nursing Profession Association could facilitate 
the regulation for that 
80. Expecting to have advanced 
knowledge and skills 
81. Hoping for clear regulation 
 
  On the other hand, other profession should 
believe that nurses  with appropriate advance 
practice level could carry out these 
responsibilities. 
 
82. Advanced  practice nurses able to 
undertake complex practice in ED  
 
  
Disaster 
 In term of disaster alert, nurses who work in ED 
is in the watchful position in this emergency 
department if there is a disaster occurrence and 
need an emergency services. 
 
 They are also in the position (outside position)  
who work in ED and are ready to go to outside 
of the hospital area if needed to provide service 
to the community where disaster occur. 
 
 
 
83. ED nurses are on ready position  in the 
event of disaster in ED. 
 
84. ED nurses are prepared to work in the 
disaster area. 
 
 
  The disaster events in hospital may be related to 
the great amount of patients that present in a 
same time because of certain condition such us; 
train accident, volcano eruption, or disease 
outbreaks. 
 
85.  Disaster event in the hospital related 
to a great numbers of patients at the 
same time. 
 
 
  This time head of emergency department has 
already develop disaster preparation plan for 
this ED. The procedure involves dividing the 
health care personnel of the hospital in a 
particular ring. 
 
 
 
86. ED  top referral have disaster 
preparation plan. 
87. Health personnel are divided  into 3 
zones / ring of healthcare services 
 
 
  For example, in normal condition there are 
around 10 to 11 nurses on duty  in ED. 4 nurses 
in surgical ER, 4 nurses in Medical ER, 1 nurses 
in triage, 2 in pediatric ER. 
88. Ten to twelve nurses are on duty in 
daily ED practice. 
 
 
  In the case, there are 60 to 80 patients admitted 
at the same time,  nurses who are listed in ring 
1one (1)  are the nurses  who work in ED. 
 
 Ring I mean that ED nurses is the one who 
should standby in ED in the event of disaster.  
Ring I  also means that the ED nurses are the 
first one to be called in the event of disaster . 
 
89. ED nurses listed in ring one in disaster 
plan 
90. Ring 1 personnels are front line  
person in the disaster events. 
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  Ring 2 nurses, are nurses who work in   ED 
transit ward. They will be called. If we still feel 
overwhelmed in provide treatment and 
interventions to all patient admitted to ED. 
 The head of ED will call the nurse who are listed 
in the 3rd ring. They are nurses who work in 
other parts of the hospital and live near this 
hospital. They will be contacted through the 
director of nursing of the hospital. 
 
91. Nurses in ring 2 , are nurses who work  
at transit ward 
 
 
92. Nurses in ring 3, are for those nurses 
work in this hospitals and live near 
ED. 
 
 
  When an earthquake occurred in the west of 
Bandung, this system was applied. (2009 
93. Disaster plan was implemented in 
Bandung earthquake 2009 
 
  
 ED nurses also provide health services in the 
location of disaster or in the outside ED 
environment.  Under coordination of ministry of 
health, director hospital and head of ED, we 
were sent to the location of disaster to provide 
emergency care services in that area. 
 
 
 
94. ED nurses provides emergency service 
in the disaster area. 
 
 
  Thus,   in the event disaster such as an 
earthquake a years ago in Aceh, Yogyakarta and 
Padang, we were sent to that location of disaster 
by the ministry of health in coordination with 
director of this hospital. 
 
 As an advance team, nurses were usually sent 
earlier as the first team to location of disaster to 
conduct the initial health assessment of the 
disaster area and the need of health care services 
in that area. Informing things should be 
prepared and carried by the next team. 
 
 
95. Nursing role in ED included providing 
care disaster areas in national level. 
 
 
96. Nurses roles as an advance team in the 
disaster plan. 
97. The nurse conducted initial assessment 
in the area of disaster. 
 
 
  However, in term of handling disaster we do not 
have any formal education about that issue. 
 
 
98. Nurses do not have formal training in 
disaster preparation 
 
  In reality, providing emergency health services 
in the area of disaster and providing services  in 
the ED, in  the hospitals area,  are very different. 
 
 For example, the implementation triage 
procedure is also different. In this ED, the 
implementation of triage utilizes the green-red-
yellow labels on the patient according to 
principle procedure. 
 
99. Providing emergency care service in 
the ED and in the area of disaster is 
different 
100. The triage procedure inside and 
outside hospital is different. 
 
 
  Other nursing working in ED is associated with 
clinical education for nursing student and 
trained ED nurses from other hospitals. They 
come to learn and see the nurse’s role and 
activities in ED. 
 
 
101. Nursing role as clinical educator for 
other ED nurses and student nurses. 
 
 
  Others nurse’ roles include providing nursing 
care and as nurse in charge in resuscitation room 
in this ED. 
 
 
102. The nursing role as the person in 
charge in the resuscitation room. 
 
 
  .As care provider,  we are responsible to provide 
emergencycare services to the patients. 
 
103. Nursing role as the front line in 
emergency services 
 
  Emergency care services are initiated with 
patient’s assessment although I feel that the 
conduct of  our assessments still incomplete. 
 
104. Nursing  assessment skills are 
perceived  inadequate 
 
 
  Assessment is conducted by implementing the 
ABC survey. Further, treatment will be given to 
the patients in line with their existing health 
problems in coordination with medical doctor. 
 
105. Assessment of patients the ABC 
survey. 
106. Treatment to the patients  is conducted 
in coordination with medical doctor. 
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  According to my experience, nurses working in 
emergency settings need to develop several  
values. 
 
 The first, positive thinking, as the patients 
could arrive with very severe conditions. 
Which according to our thoughts and 
judgment the patient will not survive. 
 
 
 
 
107. Positive thinking as moral value for 
ED Nurses. 
108. Positive thinking means should not 
ever think that severe patient will not 
survive. 
 
  Such, negative thoughts sometimes often 
decrease our motivation to provide 
treatment to help the patients. 
 
109. Negative thoughts reduce the spirit to 
support the patient. 
 
 
  
 We must think that every patient has the 
right to obtain health services as they 
needed to save their life. 
 
 
 
110. Realized that all patients have the right 
to live. 
 
 
 
  We must think that every patient admitted 
to this resuscitation room have a chance to 
survive, no matter how severe his 
condition was. Unless the patient has no 
pulse. 
 
111. Recognize that all patients have a 
chance to survive 
 
  In this Resuscitation room, we are not 
determined the chances to survive in 
providing service to the patients. No matter 
how small the chances to life, treatment 
must be given to the patient 
112. No matter how small the chances to 
life, treatment must be given to the 
patient completely. 
 
 
  
 
 Because patients often come with severe 
conditions, according to our assessment 
and thought the patient may be will not 
survive. In fact, the patients can survive 
and even improved, and can be transferred 
to the ward. 
 
 
 
113. Severe condition patients often can 
survive and even improved well. 
 
 
  From that experience, finally we learn that 
we should never think that patients would 
not be able to survive, regardless of the 
patient’s conditions. 
 
 
 
114. Learning from past experience 
115. Do not ever think the severe patient will 
not survive. 
 
  Secondly, being sensitive and considerate 
are the values of  ED nurses, means how 
we should be sensitive to all changes in the 
existing condition of  the patients  
including the psychological condition of 
family. 
 
116. Sensitive to physical and 
psychological changes of the patients  
 
 
 
  It was not easy, to care for severe and 
unstable patient conditions. 
 Sometimes we also feel exhausted 
physically, as we have many things to do. 
 Besides that we also should manage an 
anxious family and often they became 
irritable and fussy. 
 
117. The complexity of caring for severe & 
unstable patients. 
118. Feeling exhausted physically, when  
119. Caring for severe patients included 
managing anxious and irritable family. 
 
  For example, the wife whose husband had 
accident, and had suffered from severe 
head injury and severe head bleeding. 
Obviously, she was very panic and 
anxious. She and her family complained 
that her husband had not received adequate 
treatment to overcome head injury and the 
bleeding. 
 
120. Nursing role involved managing panic 
and anxious wife as his husband has 
severe injury. 
 
 
 Appendices 255 
  If the surgery to stop the bleeding is not 
immediately conducted, than the patient's 
family felt, that the patient is not treated 
properly 
121. Family felt, did not  receive 
appropriate treatment 
 
 
  Patients admitted to ED with often this 
severe condition including: patient with 
fracture basis crania; severe head injury, 
respiratory failure, shock, and myocardial 
infarction. 
 
 
 
122. Head injury, shock, respiratory failure, 
and myocardial infarction as severe 
cases often admitted to ED. 
 
 
  When the ICCU rooms are all occupied, 
patient with AMI who came to ED will be 
treated and cared in this resuscitation room 
 The problem is that patient with AMI are 
conscious and 
123. AMI patient need a quite room 
 
124. AMI patients are conscious and need 
special care. 
 
  
 Whereas other patient in resuscitation room are 
often in severe condition often un-conscious,  
with health devices attached to support the 
patient’s life, and managed with more than 3 
doctors 
 
125. Other severe cases in resuscitation 
room  are unconscious  
126. Severe cases need  health                                                                                
equipment and often produce noise 
 
  These conditions often lead to more 
noise and less conducive to the 
improvement of AMI patients. 
 
127. Severe cases need  health                                                                                
equipment and often produce noise 
 
  Moreover, if there are patients who 
experienced cardio-pulmonary 
resuscitation.  We work in teams and 
become more hectic, so it is often difficult 
to control our voices 
128. Noise and voices difficult to control 
when patient are resuscitated 
 
  We noticed, often patients become more 
stressed. They might afraid as they see the 
next patient was resuscitated. I often 
observed that at such moments, their pulse 
increase. 
 
129. AMI patient felt distress watching 
other critical patients. 
 
 
  I often asked myself,  how to make the 
patient feel better, I think we must provide 
a special room to deal with that AMI 
patients 
130. Considering how to  care  AMI patient 
better. 
 
 
  The role of nurse in the emergency 
department need to well correspond with 
what is expected by the society towards 
emergency care services 
 
131. The role of ED nurses should respond 
the needs of the society 
 
 
  Nurses should have appropriate authority, 
I think this will  be importance for patients 
safety and society. 
 
132. Nurses hold appropriate authority is 
critical for patient safety 
 
  In my opinion, as senior nurses who work 
in ED, we must able to provide health 
services particularly, lifesaving 
intervention to patients who are in need 
 
133. Senior nurses must able to provide 
lifesaving procedure. 
 
 
  Sometimes I am confused. We are 
emergency nurses (senior nurses who work 
in ED) at frontline, but when we deal with 
such critical cases, we could not provide 
appropriate and timely emergency health 
service because of the limitations of 
existing authority for nurses. 
 
134. Unclear authority resulted unclear role 
of ED nurses. 
 
135.  Unclear nurse’s authority, restricted 
timely emergency service. 
 
  Well indeed we used to do bagging 
procedure, and apply mayo insertion to the 
patient who needs it. 
 
 But when the conditions need more than 
that such us need intubation, we have to 
wait for anesthetic doctor to come 
136. Nurses conducted basic life saving: 
bagging and mayo insertion. 
137. intubation procedure  is the authority 
of anesthetic doctor 
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  So, I think we should have a senior nurse 
who has such competency at an advanced 
level. . 
 
 
 
 
 
 These competencies are critical for ED 
nurses, and hence those must be assessed 
on a regular basis. So that these 
competencies can be maintained. 
138. ED required nurse who competent in 
advanced  lifesaving   procedure 
139. Intubation procedure is essential life- 
saving intervention 
140. The intubation procedure  should be 
one of critical competencies for 
nursing role at advanced level. 
 
  In my opinion, working as an emergency 
nurse indicates a big responsibility to the 
patient and to the community 
  
141. The role of ED nurses as front liners in 
are a big responsibility 
 
  Generally patients arrive to this ED have 
not received any medical assistance. 
 
142. Patients admitted to ED have not 
received any treatment 
 
  In this case, we are working in the front 
lines, providing first aid/response, and 
establish access for further treatment so 
that patients could receive appropriate and 
timely health care services. 
 
143. The nursing role as the front line 
provide initial treatment and access for 
better treatment 
 
  So that the patient's condition became 
stable or the patients could be survive and 
transferable. 
 
144. Nurses care for patient  in the critical 
time for patient safety.. 
 
 
  However, I am satisfied  working as an 
emergency nurse. As we really, engage in 
providing service to the people who really 
need those service to survive. 
 
 And that gives pride and happiness, 
especially if the patients survive. 
 
 
145. Satisfied in the role as an ED nurses. 
 
 
146. Proud working as an ED nurses 
 
  
 In addition to the above values, nurses need 
to have patience as an essential character 
and other important values for ED nurses 
 
147. Patience, is one of the important moral 
values. 
 
  We need to stay calm and  be patient, 
especially when new patients are admitted 
to ED with severe condition and, 
 
 Their family became very anxious and 
panic. In that situation, we must be the 
most patient and calm person compared to 
others. 
 
148. Stay calm and patient as moral values 
of ED nurses. 
 
149. Must be at the most tolerance and calm 
in dealing with a patient’s  family  
 
  
 
 n such conditions, families are very 
anxious and are irritated. Such situation 
should not affect nurses psychologically. 
 
 
 
 
150. Family of critical patients anxious 
&irritable 
151. ED nurses should not be affected by 
Irritable and sensitive patient’s family 
 
  Although we often feel worried also and 
feel that patients condition is very critical 
152. Show empathy towards patient's 
condition. 
153. Empathy as moral values of ED nurses. 
 
  We should remain calm and focus, the 
doctor may do such thing also, so we can 
think clearly, and we are more sensitive to 
changes in patient’s condition. 
 This attitude will facilitate the quality of 
health care service to the patients. 
 
154. Remain calm, stay focus, allow nurses 
to think clearly 
155. The nurse’s attitude support the quality 
of ED care services. 
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  Besides that, we must also be sensitive to 
the patients in terminal illness condition. 
We must provide families the opportunity 
to stay with the patient at such critical time, 
although during that time we have to 
perform CPR towards the patient. 
 
156. Allow family member to be with the 
critically ill patient at his/her critical 
time. 
 
  Sometimes, we must disregard our 
uncomfortable feelings, in the conduct of   
CPR or working  witnessed by the families 
of patients 
157. prioritizing the needs of patients and 
their families 
158. Performing CPR  witnessed by 
patients’ family 
 
  As we believe that at the critical time, the 
presence of  family is very important to the 
patient,  to provide psychological support 
for patients and their families. 
 
159. the presence of family is essential to 
support the  patients & the family.. 
 
  Often families would feel peaceful and 
satisfied when they can accompany the 
patients during his/her critical time. 
 They will also understand the treatment 
and support has been given to the patient 
160. Being with the patient at the critical 
moment provide a peaceful feeling to 
the patient and family 
161. Family understand the patient 
condition. 
 
  At such importance time, the family 
usually provides spiritual guidance to 
patients. 
 It is meaningful for  patients, because the 
patients may feel even more pleased to 
hear voices people  they loved 
162. Family gives spiritual guidance in the 
critical time. 
163. The voice of a loved one is meaningful 
for patients 
 
  Because of family ties in the culture of our 
society is very strong, it is essential that we 
provide health services in accordance with 
the existing cultural and values. 
 
164. Family ties are strong in Indonesian 
society 
165. Cultural sensitive is essential in ED 
health services. 
 
  Sometimes when the conditions of the 
patient is  severe and critical, we strive to 
maintain conditions of the patient in order 
to wait for the family  attendance. We are 
there with the patients in the critical 
moments. 
 Here, in this ED the DNR condition was 
not familiar. 
 
166. Strive to maintain patient condition a 
DNR condition is not implemented 
 
167. DNR condition is not is not recognized  
 
  In brain dead patient with severe injury, we 
included (depend on family decision) 
families in deciding on continuing CPR or 
not, no matter how severe the patient 
condition. 
 
168. Families are included in decision 
making for discontinuing 
 
  Family will be asked regarding technical 
support, and the existing support on the 
patients will be reduced if the family 
allowed to that. 
 
169. Family permission is needed in 
reducing the technical support. 
 
  However, the role of nurses in the ED, until 
now are still unclear for certain issues. 
 
170. The role of ED nurses is still unclear.  
  I hope that in the future, our role as a nurses 
who work in emergency setting could be 
more clear, 
 
 and therefore could support adequate and 
timely emergency care service to the 
patient and community who need that 
service, I am sure we can achieve that in 
the near future. 
 
171. Expect  clear role for ED nurses 
 
172. Clear nursing role is essential for 
timely and better emergency service 
 
  
 and finally this might provide a better 
chance for survival,  and for patient’s life 
 
173. Better emergency services,  better 
chance of patient’s survival in ED 
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